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ABSTRACT
As psychoeducational eating disorder prevention programs have not been shown 
to reduce eating pathology, these programs are well-suited to use as placebo controls 
against interventions that have been shown to be effective. The proposed study compared 
a cognitive dissonance based intervention to a psychoeducational placebo control group 
with college women. Seventy-five college women who had elevated scores on a measure 
of thin ideal internalization, placing them at increased risk for developing an eating 
disorder, were randomly assigned to either a psychoeducational intervention (n = 35) or a 
dissonance-based intervention (n = 40). Each intervention was composed of 3, 1-hour 
sessions, each woman was assessed at baseline and termination, and 39 percent of the 
women completed a one-month follow-up. Dependent measures included thin-ideal 
internalization, eating pathology, dieting, body dissatisfaction, and negative affect. In 
addition, initial levels of anxiety, depression, perceived social support, emotional 
expressiveness, tobacco use, and family discord were examined for their role in 
predicting outcome.
It was hypothesized that women in the dissonance intervention group would 
demonstrate greater reductions in thin ideal internalization, dieting, body dissatisfaction, 
negative affect, and eating pathology compared to those women in the psychoeducational 
control group. Results indicated that there were no significant differences between the 
two groups on measures of body dissatisfaction, dieting, negative affect or eating
x
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pathology. The dissonance intervention group fared slightly better than the 
psychoeducational intervention group at decreasing thin ideal internalization, however, 
this difference was not statistically significant. All participants showed significant 
decreases in thin ideal internalization, body dissatisfaction, negative affect, and eating 
pathology, but not dieting behaviors.
Results demonstrated that lower levels of anxiety predicted greater improvement 
with dieting at termination. Results revealed that higher depression levels were predictive 
of greater gains in body satisfaction, and low anxiety predictive of greater gains in body 
satisfaction from baseline to one-month follow-up. Although the dissonance group did 
not outperform the psychoeducational group, these results suggest that both the cognitive 
dissonance and psychoeducational interventions are effective, and appropriate for use 
with at risk college women for reducing thin ideal internalization, body dissatisfaction, 
negative affect, and eating pathology. This investigation did not note any harmful effects, 
(i.e. significant increases in eating pathology or other dependent variables) from the 
participants who received the psychoeducational intervention.
xi
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CHAPTER I
INTRODUCTION
The disorders of anorexia nervosa, bulimia nervosa, and binge eating have 
become commonplace terms for women in North America and Westernized societies, 
with at least 2 million American women and girls having a diagnosable eating disorder 
(Lewinsohn, Streigel-Moore, & Seeley, 2000; Shisslak, Crago, & Estes, 1995). These 
eating disorders, including sub-threshold versions, are some of the most common 
psychiatric problems experienced by women. Eating disordered individuals are 
characterized by impaired interpersonal functioning, have high levels of treatment 
seeking, suicide attempts, inpatient hospitalization, and mortality (Fairbum, Stice, 
Cooper, Doll, Norman, & O’Conner, 2003; Patton, Selzer, Coffey, Carlin, & Wolfe, 
1999), with up to 6% of anorexics and up to 19% of bulimics dying despite intervention 
efforts (APA, 1994; Halmi, 1991; Sullivan, 1995). Eating disorder sufferers also 
demonstrate high rates of comorbidity with other psychopathology, such as depression, 
substance abuse, anxiety disorders, and health problems (Stice, Hayward, Cameron, 
Killen, & Taylor, 2000). Prevalence rates for bulimia nervosa indicate approximately 4% 
of adolescent girls will suffer from bulimia (Rand & Kuldau, 1992) and that 12% of girls 
will suffer from sub-threshold bulimia (Stice, Killen, Hayward, & Taylor, 1998).
1
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Prevalence rates for anorexia range from 1% (American Psychiatric Association, 1994) to 
6.9% (Raciti & Nacross, 1987), with a much larger percentage of women meeting partial 
criteria for the disorder (Killen et al., 1994; Moser et al., 2003). Anorexia Nervosa is 
characterized by emaciation, refusal to maintain a minimal normal body weight, body 
image disturbance, an intense fear of becoming fat or gaining weight, amenorrhea, and 
self-evaluation excessively influenced by weight and shape. Bulimia Nervosa is 
characterized by recurrent, uncontrollable binge eating episodes, compensatory behavior 
to prevent weight gain (such as vomiting, laxative use, compulsive exercise), and self- 
evaluation excessively influenced by weight and shape. Binge eating disorder is 
characterized by uncontrollable binge eating, in the absence of compensatory behaviors.
Eating disorders have become an important issue on college campuses in the last 
several years. Absolute prevalence rates for eating disorders among college women seem 
to be higher than the general population (Martz & Bazzini, 1999), making this population 
to be of particular concern. Research has noted that the symptoms of eating disorders 
often surface around the age of eighteen (Beaumont, 1992), with the majority of cases 
developing before age 25 (Smolak & Levine, 1996), and may follow stressful life events, 
such as the transition of leaving home to attend college (Woodside & Garfinkel, 1992).
In addition, college women may be faced with other environmental changes that put them 
at risk for developing an eating disorder, such as a greater emphasis on attractiveness and 
dating (Martz & Bazzini, 1999), and increases in academic demands (Levine, Smolak, 
Moodey, Shuman, & Hesses, 1994). It is currently thought that twenty-five percent of 
college women are at risk for developing eating disorders (Drenowski, Yee, Kurth, & 
Krahn, 1994).
2
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Importance of Prevention for Eating Disorders 
Eating disorders are marked by chronicity of symptoms and frequent relapse 
(Fairbum, Cooper, Doll, Norman, & O’Connor, 2000; Lewinsohn, Striegel-Moore, & 
Seeley, 2000). In addition, although there are empirically sound treatments available for 
these conditions, recovery rates are low, with symptom remission for only approximately 
40-60% of patients (Agras, Walsh, Fairbum, Wilson, & Kraemer, 2000; Fairbum, Jones, 
Peveler, Hope, & O’Connor, 1993; Wilfley et al., 2002). However, since the majority of 
individuals with eating disorder symptoms never seek treatment (Agras et al., 2000; 
Welch & Fairbum, 1994) and less than one third receive treatment (Fairbum et al., 2000; 
Johnson Cohen, Kasen, & Brook, 2002), efforts have been made to develop effective 
prevention programs and to identify potential risk factors. Although many colleges and 
universities have implemented programs to prevent eating disorders, most have not been 
empirically tested or validated (Mann et al., 1997). Thus the field of eating disorders 
prevention has many questions yet to be answered, and is still considered to be in it’s 
infancy (Mussell, Binford, & Fulkerson, 2000).
Review of Eating Disorder Prevention Programs Evaluated in Controlled Trials 
The majority of prevention programs have been school-based, and have focused 
on school age children. Only a handful of trials have used college age women to 
investigate their interventions. An important aspect of evaluating a prevention program is 
whether it is universal in nature (focus on all consenting individuals in a given 
population, such as all students in a grade or classroom) or targeted in nature (target sub 
populations at higher risk for developing an eating disorder). An example of a targeted 
program would be screening a classroom for a particular risk factor (i.e. high body image
3
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dissatisfaction) and providing the intervention for that subgroup high on that risk factor. 
However, sometimes the distinction between universal and targeted is difficult to make, 
as many universal programs focus on women alone, and this is a subgroup at higher risk 
for developing eating disorders (Stice & Shaw, 2004). The following review will 
distinguish programs based on this important variable. A program will be considered 
targeted if participants were screened for a particular risk factor, and/or if recruitment 
strategies implicitly screened participants, such as recruiting for a body image class. This 
falls in direct line with Stice & Shaw’s distinctions of universal and targeted prevention 
programs. In addition, all studies reviewed contained non-clinical samples, unless 
otherwise specified.
Universal School Based Prevention Programs 
An examination of universal school based prevention programs that have been 
empirically evaluated in controlled trials illustrates that most have been 
psychoeducational in nature. Ages have ranged from fairly young (fourth graders) 
(Smolak, Levine, & Schermer, 1998), to high school age participants (Buddeberg-Fischer 
& Reed, 2001; Neumark-Sztainer, Butler, & Palti, 1995; Santonastaso, Zanetti, Ferrara, 
Olivotto, Magnavita, and Favaro, 1999). In addition to this, some of these school-based 
programs have targeted both males and females in their prevention efforts (Dalle Grave, 
DeLuca, & Campello, 2001; O’Dea & Abraham, 2000; Vamado-Sullivan et al., 2001; 
and Wade, Davidson, & O’Dea, 2003).
The earliest trial evaluated a universal, didactic psychoeducational intervention 
that combined education and training in decision-making and social influence resistance 
skills. The program, evaluated on nine hundred and sixty seven sixth and seventh grade
4
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girls, included three components: instruction on the negative effects of unhealthy weight 
regulation behaviors, development of healthy weight regulation behaviors, and 
development of skills to counteract social and environmental influences (Killen et al., 
1993). The girls were randomly assigned to either an experimental healthy weight 
regulation curriculum or a no-treatment control class. The intervention consisted of 18 
lectures, delivered in the classroom, over an 18 week time period. The intervention 
resulted in increased knowledge at termination compared to the measurement-only 
control group, however, this result was not maintained at long-term follow-up.
Many other school-based programs have followed suit with their prevention 
efforts, finding an increase in knowledge of eating disorders and knowledge of healthy 
weight practices, but little or no change in behavior (Dalle Grave et al., 2001; Moreno & 
Thelen, 1993; Neumark-Sztainer, Sherwood, Coller & Hannan, 2000). To illustrate, Dalle 
Grave et al. tested middle school girls and boys, using an interactive program that 
provided information about eating disorders, as well as attempted to promote self­
acceptance and healthy weight control practices. They studied one hundred and six girls 
and boys aged 11 to 12, and the experimental group consisted of two randomly selected 
classes while the remaining two classes formed the control group. Six group sessions 
were administered to the experimental group during school hours, once a week for six 
weeks, with each session lasting two hours. The program led to an increase in knowledge 
at posttest, which remained at follow-up, but there were no changes in eating behaviors 
(levels of restraint, shape and weight concern, and self-esteem).
Moreno and Thelen (1993) provided a didactic, psychoeducational intervention, 
which provided information on eating disorders, consequences and causes, information
5
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on healthy weight-control behaviors, and peer pressure resistance skills. This intervention 
was provided to 219 junior high school students as part of their Home Economics I 
cirriculum. Subjects in the experimental group were shown a videotape followed by a 30- 
minute discussion of the videotape. Control subjects did not view a videotape or engage 
in a 30 minute discussion. Two studies were conducted, the first where a female graduate 
student conducted the session, and the second study, where the regular classroom teacher 
conducted the session. The experimental group showed gains in knowledge and attitudes, 
and in changing behavioral intentions regarding dieting, at both posttest and one-month 
follow-up, compared to the control group.
Neumark-Sztainer et al., (2000) randomly assigned 226 fifth and sixth grade girl 
scouts into control and intervention groups, which consisted of six, 90-minute sessions 
focusing on media literacy and advocacy skills, and self esteem enhancement activities, 
conducted in a didactic psychoeducational format. They found effects for knowledge at 
posttest but not at 3-month follow-up, and effects for thin ideal internalization at 3 month 
follow-up, but not at posttest, compared to the control group. They found no change in 
body dissatisfaction, dieting, or eating pathology (binging/purging).
Other universal school-based trials have met with minimal success, showing no 
differences between their prevention program and the control group (Buddeberg-Fischer, 
Klaghofer, Gnam, & Buddeberg, 1998; Kater, Rohwer, & Londre, 2002; Nicolino, Martz, 
& Curtin, 2001; Paxton, 1993; McVey & Davis, 2002; Smolak, Levine, & Shermer, 
1998a; 1998b). To illustrate, Buddeberg-Fischer et al., (2001) studied 314 male and 
female high school students, 14-19 years of age. Ten classes were randomly selected to 
receive health promotion lessons (intervention group) while the other ten classes served
6
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as controls. The experimental group provided information on nutrition, healthy weight 
practices, eating disorders and their risk factors. There were no significant changes on 
eating disorder symptoms or general psychiatric symptoms at termination compared to 
the measurement only control group.
Kater et al., (2002) evaluated a psychoeducational intervention, with 415 grade 
school boys and girls, against assessment only control students. The intervention 
provided knowledge regarding the determinants of body shape and healthy weight control 
behaviors, and sought to promote body acceptance, coping skills, and critical thinking 
regarding mass media. There were no significant intervention effects for knowledge, 
healthy weight control behaviors, thin ideal internalization, body satisfaction, or negative 
affect at termination for either girls or boys compared to the measurement-only control 
group.
Nicolino, Martz, & Curtin (2001) evaluated the effectiveness of a cognitive- 
behavioral body image intervention among normal college females. Eighty-five college 
freshman were randomly assigned to either the intevention or the control group, each 
being a single, 2-hour session. The intervention focused on emotional and behavioral 
precipitants and consequences of body image disturbances, behavioral rituals regarding 
appearance, challenging maladaptive cognitions regarding body dissatisfaction, and 
relapse prevention. The control group provided education concerning body image and 
eating disorders. These authors found no significant intervention effects for body image, 
dieting, thin ideal internalization, or negative affect compared to the control group.
In a non-randomized controlled trial, Paxton (1993) used a didactic, 
psychoeducational intervention with 136 high school girls in a classroom setting. The
7
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intervention consisted of providing information about sociocultural pressures, 
determinants of body size, nutrition, weight control methods, and emotional eating, while 
allowing students to have interactive discussions about these topics in small groups. The 
control group was measurement-only. This intervention did not produce significant 
changes in thin ideal internalization, body dissatisfaction, dieting, negative affect, 
binge/purge behaviors, body mass, or healthy eating behaviors at follow-up compared to 
the control group.
In another nonrandomized, controlled trial, McVey & Davis (2002) evaluated 263 
girls in sixth grade, using a six session program, administered over six consecutive 
weeks, and was developed around two components: (1) media literacy about the dangers 
associated with the idealization of thinness, and (2) the promotion of life skills, including 
self-esteem enhancement strategies, stress management techniques, and peer relations 
skills. The control group received no intervention, and was measurement only. They 
found no significant effects for the intervention compared to the control groups.
However, findings did show a significant increase in body satisfaction and decreases in 
eating problems over time for all participants, maintained at one-year follow-up.
Smolak, Levine and Schermer (1998a) conducted a didactic psychoeducational 
intervention for 222 fifth grade girls and boys, which provided information on nutrition, 
healthy weight control methods, and differing body shapes, as well as promoted critical 
evaluation of thin ideal media. The program was delivered as part of the school 
curriculum, thus all children participated. The program consisted of 10 lessons, and was 
delivered by the regular classroom teacher. Smolak et al. found that their 
psychoeducational program resulted in decreases in thin ideal internalization at follow-up
8
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compared to a measurement-only control group, but found no significant effects for any 
other variables (knowledge, dieting, healthy weight control practices, or body 
dissatisfaction). Smolak, Levine and Schermer (1998b) then evaluated this intervention to 
a measurement only control group using a sample of 266 fourth grade girls and boys. 
There were no significant effects found in this second trial.
Withers and Wertheim (2004) recently investigated the elaboration likelihood 
model of persuasion using a videotape based eating disorder prevention program. The 
study involved 388 seventh grade girls from six private schools in Australia. Girls from 
three schools watched the videotape, and then were randomly assigned either to a 
videotape only or video plus post video activity (verbal discussion, written exercises, or 
control discussion) or had no intervention. The intervention consisted of a 22-minute 
video, and either the a 45 minute discussion group (verbal discussion), 45 minute written 
task (written exercises) or a 45 minute discussion (on aspects not related to the content of 
the video). Findings revealed that significantly more body image and knowledge 
improvements occurred at post video and follow-up in the intervention groups compared 
to no intervention, however there were no outcome differences among the intervention 
groups.
Such a bevy of studies demonstrating no or minimal significant findings for 
prevention programs compared to controls blemishes the outlook for the future of the 
eating disorder prevention field. However, some studies did meet with limited success. In 
a study conducted with high school students in Jerusalem, Neumark-Sztainer et al., 
(1995) designed a prevention program based on social cognitive theory, and their goals 
were to modify knowledge, attitudes, and behaviors pertaining to nutrition and weight
9
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management, enhance body image, and facilitate improved self-efficacy in combating 
social pressures regarding weight and eating issues. The program was delivered 341 tenth 
grade girls in three large high schools, and consisted often weekly, 1-hour sessions that 
were delivered by a trained nutritionist and/or health educator in the classroom setting. 
The intervention demonstrated significant improvements in nutritional knowledge, and 
eating pathology at one-month follow-up, and in knowledge, healthy weight control 
behaviors, dieting, and binge eating at 6-month follow-up, compared to the control group, 
which completed the assessments only. Most notably, the improvement for binge eating 
remained significant at 2-year follow-up.
Santonastaso et al.’s 1999 investigation of a psychoeducational intervention 
against measurement-only controls used 264, 16-year-old high school girls. The 
experimental group consisted of 10 randomly selected classes at three schools, while the 
control group was made up of students randomly selected from those not participating in 
the program. The experimental groups took place during school hours, once a week for 1 
month, and each session lasted two hours; with each session being conducted by a 
psychologist and psychiatrist. The topics of the prevention program focused on providing 
information about normative physical development and eating disorders, and allocated 
time for the girls to engage in unstructured discussions about a variety of topics, such as 
body image concerns, sociocultural pressures, and coping skills for dealing with stress. 
Results demonstrated a significant effect for one of their variables, body dissatisfaction, 
at 12-month follow-up, compared to the control group, but no effects found for body 
mass, negative affect, perfectionism, or bulimic symptoms.
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Another interesting, school-based trial conducted by Stewart, Carter, Drinkwater, 
Hainsworth, and Fairbum (2001), incorporated role play and guided discovery in their 
interactive psychoeducational intervention. The sample consisted of 459 middle school 
girls in the experimental group, and 386 girls formed the assessment only control group. 
The intervention consisted of six, weekly, 45-minute sessions, incorporated as part of the 
school curriculum, and was delivered by a senior psychology graduate student. The 
content focused on resisting cultural pressures for thinness, determinants of body weight, 
body acceptance, identifying and challenging automatic thoughts concerning shape and 
weight, nature and consequences of eating disorders, building self-esteem, managing 
stress, and healthy weight control practices. The authors found significant effects for 
knowledge, dieting, and eating pathology at termination and 6-month follow-up, 
compared to the control group.
One noteworthy study, by O’Dea and Abraham (2000), compared a universal, 
non-randomized intervention to a measurement-only control group, using male and 
female adolescents, in school class groups. The design was unique as the intervention and 
the questionnaires used in the evaluation were presented as unrelated, and the teachers 
that delivered the intervention were not informed that the intervention was designed to 
improve body satisfaction and eating disorders. A total of 470 seventh and eighth grade 
girls and boys participated in this study. They were randomly assigned to control or 
intervention groups according to school class groups. The prevention program aimed to 
improve body image by improving self-esteem. The program featured group work, 
games, drama and play in order to foster a positive sense of self, vicarious learning, and a 
positive environment. It consisted of nine weekly lessons, of 50-80 minutes in duration.
11
ced with permission of the copyright owner. Further reproduction prohibited without permission.
O’Dea and Abraham’s intervention resulted in significant reductions in thin-ideal 
internalization and unhealthy weight loss at 12-month follow-up, but not at termination, 
and reductions in body dissatisfaction at termination, but not at 12-month follow-up, 
compared to the wait-list control group. There were no significant intervention effects for 
perfectionism, dieting, or negative affect.
Vamado-Sullivan et al., (2001), evaluated an interactive psychoeducational 
program with both male and female adolescents compared to a wait-list control. Two 
hundred and eighty-seven sixth and seventh grade girls and boys made up the sample.
The intervention focused on causes and consequences of body dissatisfaction, and healthy 
weight control behaviors. The program was incorporated as part of the school cirriculum, 
delivered in 3, 1-hour sessions, over a three-week period. They found significant 
intervention effects at termination for thin ideal internalization and eating pathology, but 
not for dieting and negative affect for the girls, and effects at termination for thin ideal 
internalization and negative affect for the boys, but not for dieting and eating pathology 
(binge/purge behaviors and avoidance of forbidden foods).
In an interesting investigation, Wade, Davidson, and O’Dea (2003), using both 
adolescent males and females, compared two universal interventions (a media literacy 
program and a self-esteem program) to a control condition of religious education. Four 
school classes of 86 eighth grade girls and boys were randomly assigned to one of the 
three conditions. Each intervention consisted of five lessons, each 50 minutes in duration, 
held during the time normally given to religious education classes. The control group 
participated in their normal religious education. The media literacy program focused on 
the ability to evaluate media messages, activism, and efforts to protest or praise unhealthy
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or healthy media messages. The self-esteem program was based on the program 
developed by O’dea and Abraham, (2000) but was reduced to five sessions. Results 
demonstrated that the media literacy program resulted in significant effects for reducing 
weight concern compared to the control group. There were no effects for shape concern, 
self-esteem, dieting or body dissatisfaction.
Universal Controlled Trials Using College Participants 
A study investigating a single, 60-minute, universal, didactic psychoeducational 
intervention with college females provided information on eating disorders, alleged 
causes of eating disorders, and healthy weight maintenance behaviors. The samples 
consisted of 114 and 77 college females. The program provided information on eating 
disorders, including causes, and examined healthy weight control behaviors. Martz and 
Bazzini (1999) investigated the program first with a peer educator delivering the 
program, and then with a professional delivering an enhanced version of the program that 
included a guided imagery exercise to enhance body satisfaction. Results for both studies 
showed a significant difference for dieting compared to the control group, but no other 
significant differences between the intervention and the assessment -only controls. These 
results placed into question the value of these one-time, one-shot psychoeducation eating 
disorder prevention programs. However, theses authors concluded that the intervention of 
providing information about eating disorders did not have any harmful effects in the short 
term.
Mann et al., (1997) investigated a universal, non-randomized, didactic 
psychoeducational intervention with female college freshman. The intervention consisted 
of a 90-minute discussion attended by groups of 10-20 participants at a time. Panelists
13
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who were recovered eating disorder sufferers led the discussions. The intervention 
consisted of two parts. The first part provided participants information about eating 
disorders, including symptoms, consequences, prevalence, treatment, prognosis, and 
resources for where to get help. In the second part, the panelist’s personal stories were 
detailed, such as how and why their eating disorder started, a description of their 
symptoms and behaviors, what treatment was like, what they learned from the 
experience, and a description of their current struggle of coping with body image 
concerns. The sample of 113 college freshman were allocated either to the intervention 
group or the assessment-only control group. The intervention did not produce significant 
reductions in thin-ideal internalization, body dissatisfaction, dieting, negative affect, 
eating pathology, or body mass at 1-month follow-up relative to measurement-only 
controls. In fact, iatrogenic effects may have occurred, with females exhibiting slightly 
more symptoms of eating disorders than did females who did not attend the prevention 
program, even though there were no differences between groups at baseline.
Mutterperl and Sanderson (2002) investigated 107 college women, and randomly 
assigned them to either an intervention or control condition. The intervention condition 
required the women to read a norm misperception brochure regarding how often college 
women exercise, diet, and eat, hoping to inform them that women in college diet and 
exercise less than is perceived. The control condition required the women to read a 
brochure that discussed healthy exercise and eating habits to be incorporated within a 
college lifestyle. Results indicated that there were no effects for thin ideal internalization, 
eating disorder symptoms, or body mass at posttest or follow-up compared to the control 
condition.
14
ced with permission of the copyright owner. Further reproduction prohibited without permission.
Targeted Prevention Programs
In general, targeted programs for any age group, delivered to high-risk 
individuals, have produced significantly larger intervention effects than the universal 
programs provided to unselected samples (Stice & Shaw, 2004; Wade et al., 2003), and 
are prescribed as the wave of the future in eating disorder prevention programming 
(Baranowski & Hetherington, 2001). In Stice and Shaw’s meta-analysis, they noted that 
10 of the 15 interventions that produced significant effects for eating pathology were 
targeted in nature. This finding is not limited to the area of eating disorders. Prevention 
programs for anxiety (Lowry-Webster, Barrett, & Dadds, 2001) and depression (Clarke et 
al., 1995) have also verified enhanced effects for individuals who demonstrated elevated 
symptoms. The majority of targeted programs for eating disorders have been investigated 
with college populations.
One school-based trial that demonstrated some success was conducted by 
Baranowski and Hetherington (2001). They utilized a targeted approach, and evaluated a 
psychoeducational intervention compared to a minimal-intervention fruit and vegetable 
awareness program. Twenty-nine grade school girls participated in the program, which 
consisted of five weekly activity based sessions that lasted approximately 1.5 hours, 
taking place during school hours. Topics covered in the prevention program included the 
causes and consequences of dieting and eating disorders, appraisal of weight and shape, 
stereotypes associated with associated with thinness and obesity, self esteem and energy 
regulation. The control group was matched for time and type of activities used, and 
focused on attitudes to fruit and vegetables, vitamins and minerals, and strategies to 
increase daily fruit and vegetable intake. There were significant intervention effects for
15
ced with permission of the copyright owner. Further reproduction prohibited without permission.
dieting at termination and follow-up, compared to the control group, but no changes for 
body dissatisfaction, negative affect, or bulimic symptoms.
Dworkin and Kerr (1987) evaluated a cognitive and a cognitive-behavioral 
intervention that were designed to reduce body dissatisfaction among college women 
who had elevated levels of body image disturbance, and who considered themselves 
overweight or unattractive. Seventy-nine college females were randomly assigned to a 
cognitive therapy group, cognitive behavioral therapy group (CBT), reflective therapy 
group, or wait-list control. The groups consisted of three individual sessions, of 30- 
minutes duration. The cognitive intervention promoted body satisfaction through 
cognitive restructuring, and the CBT group added self-reinforcement for cognitive 
restructuring and body acceptance role-plays. There were significant decreases in body 
dissatisfaction and negative affect at termination for both interventions relative to the 
minimal-intervention and wait-list controls.
In a small study, Butters and Cash (1987) investigated a cognitive-behavioral 
intervention designed to endorse body satisfaction among college women with initial 
body image dissatisfaction, and compared it to a wait-list control group. This study 
utilized 31 college women. The CBT intervention promoted body satisfaction by 
challenging negative cognitions regarding appearance and using systematic 
desensitization to reduce anxiety about body dissatisfaction. This intervention produced 
significant reductions in body dissatisfaction and negative affect by termination, 
compared to the control group.
Rosen, Saltzberg, and Srebnik, (1989) evaluated a targeted cognitive-behavioral 
intervention against a minimal-intervention control condition that was similar to that of
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Butters and Cash (1987), but was delivered in a small group format, provided corrective 
feedback regarding body size misperception, and sought to reduce avoidance of behaviors 
that elicit body image concerns. The sample consisted of 23 women, all whom met 
criteria for having significant negative body image. Women were randomly assigned to 
one of two conditions, the CBT intervention or a minimal treatment control group (which 
excluded the specific elements contained in the CBT, such as challenging irrational 
thoughts and use of cognitive self monitoring forms). There were six treatment sessions, 
each lasting 2 hours. There were significant intervention effects for body size estimation, 
body dissatisfaction, and behavioral avoidance at termination and 2-month follow-up, 
compared to the control group.
A handful of targeted programs that have been psychoeducational in nature have 
been successful showing decreases in thiin-ideal internalization, body dissatisfaction, 
dieting, and negative affect against measurement-only control groups (Celio, Winzelberg, 
Wilfley, Eppstein-Herald, Springer, Dev, & Taylor, 2000; Kaminski & McNamura, 
1996; Winzelberg et al., 2000). To illustrate, Kaminski and McNamara investigated an 
interactive, targeted psychoeducational program with a sample of 29 college women. The 
prevention program provided information about eating disorders, risk factors for eating 
disorders, and healthy and unhealthy weight control methods. They also presented 
cognitive interventions for body image and eating disturbances, and taught participants 
communication and affect regulation skills. Kaminski and McNamura found intervention 
effects for perfectionism, thin-ideal internalization, body dissatisfaction, dieting, and 
negative affect relative to the assessment only control group at termination, all which 
lasted through to 1-month follow-up, with the exception of perfectionism.
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Winzelberg et al., (2000), evaluated the effectiveness of an Internet based 
program with 60 college females, who were recruited in a targeted fashion, by postings 
tar geting women desiring to improve their body image satisfaction. The women were 
randomly assigned to either the intervention or a wait-list control condition. The 
intervention consisted of an 8-week, structured program, conducted over the Internet. The 
intervention provided information on eating disorders, healthy weight control behaviors, 
and nutrition, and included unstructured email support and interchange that allowed the 
women to talk about emotionally important material and reactions to the program. The 
Internet intervention outperformed the wait-list control group for body dissatisfaction at 
termination and at 3-month follow-up. A similar controlled trial compared this same 
Internet intervention with a classroom delivered psychoeducational intervention and a 
wait list control condition (Celio et al., 2000). Participants were 76 college women, 
recruited in the same fashion as Winzelberg et al., (2000), who were randomly assigned 
to one of the three conditions. In this trial, the Internet intervention lasted 8 weeks, and 
also included cognitive behavioral exercises, in person meetings with facilitators (3, 2- 
hour sessions), and critical reflection papers on readings. The psychoeducational 
intervention was primarily academic, and focused on topics regarding body image, the 
media, historical perspectives, physical disabilities, eating disorders and obesity, and 
cultural differences in body image. The women were required to read readings each week 
and write reflection papers. This program met for 8 weeks, 2 hours each session. Celio et 
al. found intervention effects for body dissatisfaction at termination, but not 6-month 
follow-up, and dieting at termination and 6-month follow-up, compared to the waitlist 
controls. There were no effects for bulimic symptoms, and no intervention effects for the
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psychoeducation class relative to the Internet intervention or waitlist controls. One final 
study that utilized an Internet intervention was conducted by Zabinski, Pung, Wilfley, 
Eppstein, Winzelberg, Celio, and Taylor, (2001). Fifty-six college women were recruited 
on the basis of elevated body dissatisfaction scores. They were randomly assigned to the 
Internet intervention group (Winzelberg et al., 2000) or a wait list control group. Their 
results indicated that all participants improved over time on most measures, but effect 
sizes suggested that the Internet program did not have a significant impact compared to 
the controls.
Stice and Ragan (2002) evaluated a non-randomized, psychoeducational 
intervention, by offering it as an eating disorder class at the college level and comparing 
it to a matched control sample. The sample consisted of 66 female college students. Due 
to the fact that participants self selected into the eating disorder class, and that this group 
showed initial elevations in eating disturbances, this intervention is best considered 
targeted, rather than universal (Stice & Ragan). The intervention consisted of an 
advanced undergraduate seminar on eating disorders, which met twice weekly, for 1.5 
hours each session, for 15 weeks. Students in three other upper level psychology seminar 
courses were approached and asked to complete parallel pre and posttest surveys for the 
matched comparison group. The eating disorder course was mostly didactic, and involved 
group discussions. Focus was on presenting information on eating disorders and obesity, 
supposed causes, and prevention and treatment for these disorders. There were significant 
intervention effects for thin-ideal internalization, body dissatisfaction, dieting, eating 
pathology, and body mass at termination, but not for negative affect and healthy weight 
control practices, relative to assessment-only controls.
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However, there have been targeted interventions that resulted in no significant 
effects for the intervention (Franko, 1998). In a small study, Franko examined a targeted 
prevention program using 19 college women. The intervention promoted critical 
evaluation of cultural pressure for thinness, presented healthy weight control skills, 
challenged dysfunctional cognitions about body image, and introduced affect-regulation 
skills. Franko found no intervention effects for thin ideal internalization, body 
dissatisfaction, or bulimic symptoms relative to the assessment-only control group at 
termination.
Finally, the most recent study to embrace the eating disorder prevention field 
combined universal and targeted approaches in a school based eating disorder prevention 
program (Abascal, Bruning Brown, Winzelberg, Dev, Barr-Taylor, 2004). Seventy-eight 
tenth grade girls were provided a universal, online eating disorder prevention program 
(Celio et al., 2000) as part of their physical education classes. Three classes were 
randomized to one of two conditions: (1) class members were split into two groups based 
on risk and motivation or (2) class members participated as one group. The third class 
was the comparison group, which was not split, and completed the curriculum as one 
group. Thus, the students participated in one of three conditions (1) a higher-risk (based 
on weight and shape concern baseline scores) and higher motivated group (based on 
motivation questionnaire) (2) a group with lower risk or lower motivated students (3) a 
group with both high risk, high motivation students and low risk, low motivation students 
combined. The intervention lasted six weeks, and participants logged on to the program 
for 45 minutes, one day a week. Results for this program demonstrated that all groups 
significantly improved their knowledge of eating disorders, nutrition, and exercise from
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baseline to termination. In addition, results suggested that students participating with 
other students who shared their levels of motivation and weight and shape concern had 
more positive comments about the program. However, there were no behavioral effects 
and no significant differences between the groups found on the outcome measures.
Conclusions and Limitations
This review illustrates that many of the eating disorder prevention programs 
evaluated have met with limited success, and in fact, results of prevention studies with 
adolescents have been largely discouraging (Austin, 2000). Most programs did not show 
any effect on disordered eating (Baranowski & Hetherington, 2001;Butters & Cash,
1987; Dworkin & Kerr, 1987; Mann et al., 1997; Martz & Bazzini, 1999; Rosen et al., 
1989; Santonastaso et al., 1999; Wade et al., 2003) and only some show an impact on 
multiple risk factors for eating pathology (Kaminski & McNamura, 1996; O’Dea & 
Abraham, 2000; Stice & Ragan, 2002; Vamado-Sullivan et al., 2001). Often times an 
increase in knowledge occurred, but with little impact on the target behavior (Buddeberg- 
Fischer & Reed, 2001; Carter, Stewart, Dunn, & Fairbum, 1997; O’Dea & Abraham, 
2000). A number of programs have produced at least one significant long-term attitudinal 
effect or have shown significant improvements from pretest to posttest, but the effects 
dissipated over the follow-up or were matched by unexplained improvements in the 
control groups (Pearson, Goldkang, & Striegel-Moore, 2002). An important note to be 
made here is that the majority of the prevention programs that demonstrated significant 
findings reported only small effect sizes (Stice & Shaw, 2004). Stice, Trost and Chase, 
(2003), suggest some possible explanations for this limited success. Past programs 
focused on providing primarily psychoeducational information about eating disorders,
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their consequences, and suspected risk factors. It may be that psychoeducational 
information alone is not enough to change unhealthy weight control behaviors. This 
hypothesis is in line with what has been found with similar prevention efforts in the area 
of alcohol abuse prevention, which has also found nominal results of psychoeducational 
interventions on changing participant’s behaviors (Moskowitz, 1989). Stice et al. further 
suggest another possibility for the lack of significant effects could be the more universal 
focus of several of the programs. The eating disorder interventions that adopted a more 
selective, targeted focus have shown more success (Franko, 1998; Kaminski & 
McNamara, 1996). This finding has been noted by several researchers and many have 
recommended that a targeted focus be adopted for prevention programs to improve their 
success at reducing risk factors (Buddeberg-Fischer, 2001; Killen et al., 1993; Mann et 
al., 1997; Stewart et al., 2001; Taylor & Altman, 1997).
Stice and Ragan (2002) put forth the possibility that eating disorder prevention 
interventions have met with limited success because they lack sufficient intensity. A 
number of programs consisted of only one or a few sessions, and in short amounts of 
time, covered large amounts of information. Stice and Ragan argue that 
psychoeducational interventions lasting more than one session in duration might prove to 
be more fruitful, and allow more opportunity for discussion and synthesis of the 
information presented. It is also important to note that, in their meta-analysis, Stice and 
Shaw (2004) found that the program that produced the largest effect for an intervention 
was three hours in total duration, consisting of one hour per week, for three weeks.
Another important possible explanation for the minimal success of so many of 
these programs is the age range of the participants. The majority of programs have been
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delivered to adolescents and school-age children, with only a handful conducted on 
college age women. Have the ages simply been too young for such prevention programs 
to work? Stice and Shaw (2004), in their meta-analysis, found that for 58% of the 
outcomes examined, intervention effects were significantly larger for trials with a mean 
age of participant that was over 15, relative to those with younger participants. Several 
possible explanations could account for this finding. Speculation could be that older 
participants have struggled with body image and eating problems for a longer time period 
than younger participants, thus experiencing greater need for such interventions, or they 
possess more motivation to participate in the intervention activities. It has also been 
suggested that, at ages 15 and over, females become highly susceptible to the cultural 
pressure for thinness (Santonastaso et al., 1999), and that developmental stages and life 
transitions at older ages have important significance in the onset of eating disorders 
(Mussell et al., 2000). In addition, pubertal maturation is associated with increased body 
image dissatisfaction (Mussell et al.). Stice and Shaw suggest that perhaps younger 
adolescents have limited insight compared to their older counterparts, which may hinder 
their ability to benefit most fully from the interventions, particularly those that require 
abstract reasoning. One study found that older students benefited more from discussions 
than did younger students (Buddeberg-Fischer & Reed, 2001). Lastly, younger 
adolescents may simply have much lower levels of eating pathology that it becomes hard 
to detect statistically significant differences. This was evidenced in a study by Dalle 
Grave et al., (2001), among their 11-12 year old participants, where very few were 
engaging in weight control behaviors or evinced significant eating disturbances, and thus, 
it was difficult to achieve significant decreases in behavior and attitudes. Baranowski and
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Hetherington (2001) also noted no significant changes in their sample of 11-year olds, 
and they suspected, that at age 11, body image issues may not be salient and greater 
success may have been achieved with an older age group.
One other necessary aspect to address in the eating disorder prevention literature 
is the potential for iatrogenic effects. Concerns arise that providing educational 
information about eating disorders may inadvertently teach participants such behaviors 
and techniques (such as purging) for weight control, and may normalize such behaviors 
(Vamado-Sullivan et al., 2001). Some interventions have shown evidence for increasing 
dietary restraint of participants (Carter et al., 1997), and eating disorder symptoms (Mann 
et al., 1997). Carter and colleagues found their psychoeducational school-based 
intervention resulted in higher levels of dietary restraint for participants than had existed 
at baseline. These authors felt that the intervention may have exaggerated the concerns of 
shape or weight of vulnerable students, thus encouraging them to diet. However, based on 
the fact that the study did not include a control group, it was premature to conclude the 
effects of the intervention were indeed harmful. Mann et al., encountered similar, 
iatrogenic effects in their psychoeducational program for college females. Exploratory 
analyses revealed that students who attended the program reported slightly more 
symptoms of eating disorders than did students in the control group. Although these 
effects were small, and disappeared within a few months, the authors were concerned and 
hypothesized a couple of reasons to why this result may have occurred. First, the 
intervention may have focused too much on secondary prevention and unintentionally 
lessened the stigma of eating pathology to such a degree that eating disorders were 
normalized. In addition, the use of recovered eating disorder patients to deliver the
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intervention, who were attractive and healthy, may have undermined the purpose of the 
intervention (Mann et al., 1997). Despite the fact that these negative effects were not 
statistically significant, other researchers have made note of the fact that these studies 
illustrated some eating disorder prevention programs may be harmful rather than 
beneficial (Mussell et al., 2000; O’Dea & Abraham, 2000; Stewart et al., 2001; Stice and 
Ragan, 2002; Vamado-Sullivan et al., 2001; Zabinski et al., 2001). However, according 
to Stice and Shaw (2004), there is presently no statistically reliable evidence of iatrogenic 
effects occurring from eating disorder prevention programs.
This body of eating disorder prevention literature has several limitations. For the 
majority of interventions, no etiologic model was used to guide the design of the 
prevention program (Stice & Shaw, 2004). Some programs, however, were based on the 
cognitive behavioral model of bulimia and used this model to inform the intervention 
(Carter et al., 1997) Emphasis needs to be placed on designing interventions that are 
informed by theoretical logic. This literature is plagued by designs that lacked a suitable 
control group, or that used measurement-only control groups. Only a small percentage of 
studies used minimal-interventions or placebo control conditions, and in absence of such 
controls, the possibility of ruling out demand characteristics and expectancy effects in 
such designs is null (Stice and Shaw, 2004). Another limitation is the lack of random 
assignment, which obviously confounds ruling out extraneous variables that may affect 
the design of the study. Stice and Shaw revealed that a majority of prevention trials did 
not assess for eating pathology in their designs (30% of studies in their meta-analysis). 
This seems an obvious criterion for which to establish efficacy for an eating disorder
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prevention program. Absence of this criterion calls into question usefulness of a program 
doing what it is required to do, that is, prevent eating disorders.
In general, most interventions that have been evaluated in controlled trials have 
not reduced eating pathology (Killen et al., 1993; Mann et al., 1997; Paxton, 1993; 
Smolak, Levine, & Schermer, 1998), although some programs have reduced some risk 
factors for eating pathology (Franko, 1998; Kaminski & McNamara, 1996; Santonastoso 
et al., 1999; Wade et al., 2003; Winzelberg et al., 2000). According to Stice and Ragan 
(2002), only one intervention to their knowledge produced significant reductions in 
eating pathology for college students in controlled trials (Stice, Chase, & Appel, 2001; 
Stice, Mazotti, Weibel, & Agras, 2000). This intervention is based on the theoretical 
concept of the dual pathway model of eating disorders, which specifies particular risk 
factors to target in prevention of eating disorders (Stice et al., 2001). In theory, the 
intervention elicits cognitive dissonance in participants, in hopes of reducing risk factors 
shown to be associated with eating disorders (Stice et al., 2000).
The Dual Pathway Model of Bulimia Nervosa 
Until recently, Fairbum’s cognitive-behavioral model (Fairbum, 1997; Fairbum, 
Cooper, & Cooper, 1986) was the most empirically supported theory for explaining the 
processes responsible for the persistence of bulimia nervosa (Fairbum, Stice, Cooper, 
Doll, Norman, et al., 2003). However, Stice, (1994), put forth a new explanation for 
bulimia nervosa, the dual-pathway model. According to this model, ideal-body 
internalization, body dissatisfaction, restrained eating, and negative affect mediate the 
adverse affects of socio-cultural pressure for a thin body. More specifically, perceived 
pressure to be thin is thought to promote internalization of the thin ideal and body
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dissatisfaction. Body dissatisfaction is then hypothesized to relate to bulimic pathology, 
through both restrained eating and affect regulation mechanisms (Stice, 2001; Stice, 
Nermeroff, & Shaw, 1996; Stice, Shaw, & Nemeroff, 1998). Tests of this model have 
shown support for these etiologic pathways (Stice, 2001). Evidence has shown that initial 
pressure to be thin and thin-ideal internalization predicted later growth in body 
dissatisfaction, initial body dissatisfaction predicted growth in dieting and negative affect, 
and initial dieting and negative affect predicted growth in bulimic pathology. Support for 
this model suggests that interventions that reduce any of the risk factors (thin-ideal 
internalization, pressure to be thin, body dissatisfaction, negative affect, and dieting) 
should result in reductions in downstream risk factors and ultimately, bulimic pathology. 
The dual-pathway model forms the theoretical basis for the formation of a cognitive 
dissonance intervention to target these risk factors, namely, thin-ideal internalization 
(Stice, Mazotti, Weibel, & Agras, 2000).
The Role o f Cognitive Dissonance
A very important and powerful motivator for human behavior is consistency 
within the self, that is, amongst our opinions, attitudes, and behaviors. The theory states 
that coexistence of two conflicting cognitions creates a feeling of discomfort, one of 
dissonance, motivating a change in one’s cognitions, from inconsistent to consistent, thus 
creating a sense of consonance (Pennock & Poudrier, 1978). For example, a man who 
smokes, despite knowing the deleterious consequences smoking has on his health, may 
combat his inconsistencies and his dissonance by convincing himself that he really enjoys 
smoking or that quitting smoking may result in a negative consequence, such as weight 
gain. However, not all persons are successful in explaining away or in rationalizing
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inconsistencies to themselves, and when this occurs the person experiences psychological 
discomfort, such as anxiety. Cognitive dissonance can thus be seen as an antecedent 
condition which leads to activity oriented toward dissonance reduction, similarly as 
hunger leads to activity oriented toward hunger reduction (Festinger, 1957).
Theories of cognitive dissonance have been successfully applied in the areas of 
smoking and alcohol prevention (Keutzer, 1968; Moskowitz, 1989). During the late 
1960’s, and throughout the 1970’s, research in smoking prevention utilized several 
applications of cognitive dissonance. Cognitive dissonance proved to be the variable most 
closely associated with end of treatment smoking rates, where the higher the subject’s 
cognitive dissonance score, the better the outcome of treatment (Keutzer, 1968). From 
this line of research with smoking, expansion to the field of alcohol abuse prevention and 
other health psychology domains was possible. For example, a study conducted in 1994 
by Stone, Aronson, Crain, Winslow, and Fried investigated the use of dissonance to 
induce a feeling of hypocrisy in students to encourage the use of condoms. Focusing on 
AIDS (Acquired Immune Deficiency Syndrome) prevention, these authors hoped to 
achieve insight in to how to develop an AIDS prevention program to encourage students 
to adopt safer sex practices and use condoms more frequently. The results of the study 
indicated that the induction of hypocrisy encouraged students/subjects to acquire 
condoms at the completion of the experiment.
Stice and colleagues (2001) undertook a preliminary investigation of a cognitive 
dissonance intervention on targeted females at risk for developing an eating disorder. 
These authors chose to target thin-ideal internalization, as it occurs early in the 
mediational chain that the dual-pathway model suggests gives rise to bulimic pathology.
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In contrast to psychoeducational interventions, the dissonance-based intervention was 
covert in nature, not explicitly providing information on eating disorders and eating 
disorder symptoms. An important aspect to this intervention was that participants who 
had adopted the thin-ideal had to feel that they voluntarily assumed a counter-attitudinal 
stance against the thin-ideal; otherwise, they may simply attribute their inconsistent 
behavior to the demands of the experiment. Thus, they reasoned that if women who had 
internalized the thin ideal voluntarily took a stand against it, they would decrease the 
extent to which they endorse this ideal, due to the cognitive dissonance this would elicit. 
Thirty college women were recruited in a targeted fashion, by fliers and emails, inviting 
female students to participate in research evaluating an intervention aimed at helping 
women improve their body image. This was considered targeted, as the intention was to 
recruit females with elevated body image concerns. Participants in this study were not 
randomly assigned, as it was difficult to obtain subjects to participate in the study. The 
first 10 women who responded were assigned to the intervention condition, and the 
remaining 20 were assigned to a delayed-intervention control condition. The intervention 
was comprised of 3, 1-hour group sessions, held weekly, and sessions were facilitated by 
the first author and an undergraduate research assistant. A standardized script was used to 
deliver the intervention, and all participants were assessed at baseline, at termination, and 
at 1-month follow-up. All participants were paid $10 for completing each of the three 
surveys, for a total of $30. The intervention sessions focused on having the women 
voluntarily speak out and share with the group a critical discussion of the thin-ideal, how 
the thin-ideal is perpetuated, who benefits from the thin-ideal, and also had them write a 
counter-attitudinal one page essay about the costs associated with the pursuit of the thin-
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ideal. Results indicated the intervention significantly decreased the thin-ideal 
internalization, body dissatisfaction, dieting, negative affect and bulimic symptoms 
following the prevention program. In addition, at 1-month follow-up, the effects were 
maintained for thin-ideal internalization, body dissatisfaction, and dieting. This study was 
notable, since it was the first to achieve positive results in so many areas of eating 
disorder symptomology, maintain them at follow-up, and show no deleterious effects. 
These findings showed support for the dual-pathway model of bulimia, and established 
that thin-ideal internalization may be an important risk factor for eating pathology (Stice 
et al, 2000). However, limitations of this study need to be considered, such as the lack of 
random assignment and small sample size that may have impacted the results.
Stice, Chase, Stormer, and Appel (2001), following the success of Stice et al. 
(2000), sought to replicate these findings in a more methodologically sound investigation 
by using random assignment, a placebo control condition, and a larger sample size to 
increase power of the differences between the groups. Participants were 87 women, 
ranging in age from 17 to 29. They were recruited via fliers, posted at two universities, 
and in the neighborhood, as well as by email messages that were sent to students and 
sorority members. The emails and fliers invited women to participate in a study to 
evaluate two interventions aimed at helping women improve their body image (targeted 
population). Women were randomly assigned to either a dissonance-based intervention (n 
= 48) or to a healthy weight management placebo control condition (n = 39). Both 
interventions consisted of 3, weekly, 1-hour sessions, and each group was composed of 5- 
10 participants. The first author or a Masters level graduate student conducted all 
sessions, and all were audio taped to ensure fidelity of each intervention. A standardized
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script was used to deliver the intervention, and all participants completed a five-page 
questionnaire at baseline, at intervention termination, and at 4 weeks following 
termination. They were paid $30 for completing the three questionnaires. The dissonance 
based intervention sessions were identical to those conducted by Stice et al. (2000). The 
healthy weight management was a behavioral intervention that emphasized exercise and 
diet goals for each participant, nutritional information, and reinforcers and punishers for 
healthy eating and exercise. Results indicated that the dissonance program led to 
significant decreases in the thin-ideal internalization, dieting, body dissatisfaction, 
negative affect, and bulimic symptoms, again showing significant support for the use of 
the dual-pathway model of bulimia. However, the healthy weight management program 
also led to significant decreases in several of these outcomes, although they were slightly 
weaker than those resulting from the dissonance-based intervention. These results begged 
the question, “Did the reductions in symptoms result from the dissonance program and 
the healthy weight management, or from the attention and time given to the subjects and 
the nature of the assessinents/questionnaires they filled out?” These authors also gave 
consideration to the fact that their placebo intervention may have been too effective, and 
further research may warrant using a control intervention that has been proven to be 
unsuccessful, to better answer some of these questions. A limitation to this experiment 
and Stice et al. (2000) was that the women were paid money for their participation, which 
may have influenced their initial interest in participation and their motivation to perform 
in the interventions.
Presnell, Trost, Hoffman, Ramirez, and Stice, (2002), evaluated the cognitive 
dissonance intervention (Stice et al., 2000; Stice et al., 2001) against a placebo control
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and a measurement-only control condition. Participants were 254 females; ages 13-20, 
recruited through a targeted process, by posting fliers on campuses inviting women with 
body image concerns to participate in interventions aimed at helping girls improve their 
body satisfaction. The placebo control consisted of a writing condition, where 
participants were instructed that their body image concerns might be related to emotional 
issues in their lives. They were asked to write about events in their lives for 20 minutes. 
Waitlist participants completed assessments only, which were taken at baseline and 
intervention termination. Results indicated that participants in the dissonance based 
intervention showed significant decreases in thin-ideal internalization, body 
dissatisfaction, dieting, negative affect, and bulimic pathology compared to either control 
group.
Stice et al., (2003) sought to evaluate both the dissonance-based intervention and 
the healthy weight intervention against a wait-list control group in a larger scale 
investigation. This trial focused on younger participants (13-20 years) and utilized a 
longer follow-up time period (6-months), compared to the previous trials. One hundred 
forty eight women were randomly assigned to the dissonance, healthy weight, or waitlist 
control group, and were assessed at baseline, termination, 1,3, and 6-month follow-up. 
As in the previous trials, recruitment was targeted, via announcements and fliers posted 
on high school and university campuses, inviting those with body image concerns to 
participate in a study aimed at helping girls improve their body satisfaction. The 
interventions were identical to those used in previous trials (Stice et al., 2000; Stice et al., 
2001). Sessions followed scripts and were conducted by a psychology doctoral student 
and undergraduate assistants, and all participants were paid $50 for completing the
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intervention. Results indicated significant reductions in thin-ideal internalization, body 
dissatisfaction, dieting, negative affect, and bulimic symptoms for the dissonance 
intervention, and most of these effects were maintained through six-month follow-up, 
except the effects for body dissatisfaction. In addition, results also showed significant 
reductions in thin-ideal internalization, negative affect, and bulimic pathology for the 
healthy weight intervention, with many lasting though 6-month follow-up. Thus, the 
authors concluded that both the dissonance and healthy weight interventions proved to be 
effective. A shortcoming of this trial was the use of students to perform the interventions, 
as the adequacy of their training in delivery of the interventions may have affected 
treatment fidelity. Another limitation is the lack of a true placebo control group that 
would have enabled the authors to rule out demand and expectancy effects. Stice et al. 
suggested future research to compare one of these interventions to an effective placebo 
control, and to attempt to improve the efficacy of either the cognitive dissonance 
intervention or the healthy weight intervention.
Risk Factors for Eating Disorders
Several risk factors have been suggested to lead to or increase eating disordered 
symptomology, including body mass (Field et al., 2001), pressure to be thin (Stice, 2002), 
parental and peer modeling (Levine, Smolak, Moodey, Shuman, & Hessen, 1994), early 
menarche (Fairbum et al., 1999), and trauma (Fairbum et al., 1997). The risk factors and 
additional variables of interest the current investigation examined are detailed below.
Thin-Ideal Internalization
Thin-ideal internalization is the extent to which one believes socially defined 
ideals of attractiveness and engages in behaviors designed to produce a similar ideal
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(Thompson & Stice, 2001). In theory, thin-ideal internalization and overvaluation of the 
importance of appearance promote body dissatisfaction, which then encourages dieting, 
negative affect, and eating pathology (Gamer, Olmstead, & Polivy, 1983). It is assumed 
that pursuit of the thin ideal results in body dissatisfaction because most women cannot 
achieve the level of thinness idealized in Western culture (Stice & Whitenton, 2002). 
Experimental investigations (Stice et al, 2001; Stice et al., 2003) evidenced that 
reductions in thin-ideal internalization led to reductions in body dissatisfaction, dieting, 
negative affect, and eating pathology. Thus, Stice (2002) suggested that thin-ideal 
internalization is a causal risk factor for all of the aforementioned factors.
Body Dissatisfaction
Body image dissatisfaction has received the greatest empirical support as a 
precursor to eating disturbances (Attie & Brooks-Gunn, 1989; Killen et al.,1994; Rosen, 
1997) and associations between body dissatisfaction and eating pathology have been well 
documented (Levine et al., 1994; Neumark-Sztainer et al., 1995). Body dissatisfaction is 
thought to lead to dieting because of the common belief that this is an effective weight 
control technique. Body dissatisfaction is also thought to foster negative affect because 
appearance is a major evaluation aspect for women in westernized society (Thompson & 
Stice, 2001). Stice (2002) suggested that body dissatisfaction is a risk factor for dieting, 
negative affect, and eating pathology, and is one of the most consistent factors for eating 
pathology.
Dieting
Dieting is thought to result in greater risk for eating pathology because individuals 
may binge eat as a response to the effects of caloric deprivation (Neumark-Sztainer et al.,
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1S>95; Thompson & Stice, 2001). Starvation and self-imposed dieting appear to lead to a 
preoccupation with food and eating and dysphoria (Polivy, 1996). Stice’s (2002) review 
of the literature suggested that self-reported dieting is a risk factor for negative affect and 
bulimic pathology.
Negative Affect
The affect regulation model (Hawkins & Clement, 1984) suggests that individuals 
eat in an effort to provide comfort and diversion from unpleasant emotions, and research 
has supported this notion (Thomspon & Stice, 2001). Negative affect has been shown to 
predict increases in eating pathology (Killen et al., 1996; Wertheim, Koemer & Paxton, 
2001). Findings have indicated that negative affect is a risk factor for eating pathology 
and a causal risk factor for body dissatisfaction (Stice, 2002).
Family Dynamics
Swarr and Richards (1996) found that girls who reported closeness with their 
mother and father were less likely to develop eating problems. Contrary to this, enmeshed 
relationships and maternal over-protectiveness and intrusiveness have been associated 
with development and maintenance of anorexia (Minuchin, Rosman, & Baker, 1978). 
Research on the importance of family dynamics has been mixed. Findings in most studies 
have indicated family dynamics such as conflict, cohesiveness, and expressiveness are 
more generally related to psychopathology and not eating disorders specifically (Laliberte 
et al., 1999). However, perceptions of the family’s concern about body shape, weight, 
social appearance, and emphasis on achi evement make up a set of variables that might be 
seen as providing a family climate for the development of eating pathology (Laliberte et 
al.). Many of these family variables need to be studied in more detail to determine if
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family climates show etiological significance or demonstrate vulnerability to 
development of eating pathology (Ghaderi, 2001). In particular, this investigation 
examined conflict in the family, as this has been a factor related to psychopathology in 
other areas (Laliberte et al., 1999), in hopes to determine the role family conflict may 
have with eating disturbances.
Social Support
The role of social support in the etiology and maintenance of eating disorders has 
not been well researched (Ghaderi, 2001). Generally, perceived availability of social 
support has been shown to aid individuals under psychological stress (Cohen & Wills, 
1985). Eating disordered patients have been identified as perceiving less social support 
than others and to have a limited social network in comparison to controls (Tiller, Sloane, 
Schmidt, Troop, Power, & Treasure, 1997). It is not known if a perceived lack of social 
support is a predisposing factor to eating pathology, or a consequence. Eating disordered 
patients may become so entrenched in the pursuit of thinness that they isolate themselves 
from others (Fairbum et al., 2003). Stice and Whitenton (2002) found that deficits in 
perceived social support did predict increased body dissatisfaction. They suggested that 
acceptance into a girls social network may increase positive feelings about oneself and 
thus make them more resilient to pressures to be thin. They suggested research direct 
greater attention to the role of social support deficits in promoting body dissatisfaction.
Axis I  and Axis II Comorbidity
Research has indicated that individuals with eating disorders often have additional 
co-occurring Axis I and Axis II disorders, including substance use, personality disorders, 
mood disorders, and anxiety disorders (Wonderlich & Mitchell, 1997). Investigating co-
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morbidity patterns in college samples will help identify risk factors associated with 
developing an eating disorder, and factors that may predict prognosis in prevention or 
treatment interventions. Zaider, Johnson and Cockell, (2000), found that dysthymia was 
associated more with eating disorders than any other Axis I or Axis II diagnosis among 
adolescents in their sample. Previous studies have indicated major depressive disorder 
has been present in 60%-80% of patients with bulimia (Mitchell, Soli, Eckert, Pyle, & 
Hatsukani, 1989; Zerbe, 1992), thus, initial levels of depressed symptomology among 
college students with body image concerns may be relevant prognostic indicators. 
Findings have also suggested that eating disordered patients have high rates of 
comorbidity with anxiety (Brewerton et al., 1995). Comorbidity of anxiety disorders in 
eating disorder patients varies widely across studies, from 25% to 75% (Schwalberg, 
Barlow, Alger, & Howard, 1992). Goodwin and Fitzgibbon (2002) stated that elevated 
levels of social anxiety are associated with a decreased ability to engage in treatment for 
eating disordered patients and may thus predict one’s ability to succeed in a treatment 
program or prevention program.
A review by Godart, Flament, Perdereau, & Jeament, (2002), concluded that there 
are many arguments in favor of elevated rates of anxiety disorders with eating disorder 
patients, but no definite evidence. Further research is needed to assess how anxiety levels 
impact etiologic and prognostic concerns for eating disorders. It has long been known 
that evidence exists demonstrating psychiatric comorbidity among those with eating 
disorders is associated with a more severe course and poorer prognosis in treatment 
(Herzog et al., 1992). A better understanding of how comorbid disorders may contribute 
to the outcome in prevention programs for college women is needed.
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Personality variables that are associated or linked to development and 
maintenance of eating pathology are important issues for psychologists to address in 
prevention programs and in treatment (Mussell et al., 2000). Data supports the existence 
for such personality traits of low self-esteem (O’Dea & Abraham, 2000), pursuit of 
perfectionism, (Hartley, 1998) decreased impulse control (Ferraro, Wonderlich, & Jocic, 
1997), and substance use (Vogeltanz-Holm et al., 2000). A new variable that has come to 
the attention of researchers is emotional expressiveness. Empirical studies have shown 
that disclosure of negative events and circumstances provides a variety of positive 
physical and psychological health benefits (Pennebaker, Hughes, & O’Heeron, 1987). 
The relation between body dissatisfaction and emotional expression has only been tested 
in a single study, which concluded that lower levels of emotional expression were 
correlated with greater body dissatisfaction ( Hayaki, Friedman, & Brownell, 2002), and 
they suggested that this finding be replicated in future research.
Tobacco Use
Current smoking use was added as a predictor variable since research has 
indicated that smoking and tobacco use are common among normal weight adolescents 
who are trying to lose weight (Strauss & Mir, 2001,) and that female weight concerns 
have often been linked with smoking (Psujek, Martz, Curtin, Michael, & Aeschteman, 
2004). Other researchers have demonstrated that women who exhibit eating disordered 
symptoms, or who suffer from bulimia are more likely to smoke tobacco to prevent 
weight gain (Welch & Fairbum, 1998). Limited research has been done on how current 
tobacco use might affect outcome in a treatment of prevention program, and thus seemed 
applicable to be studied in this investigation.
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Objectives of the Current Investigation
Based on the present review, a next step in the research was for an independent 
laboratory to replicate the findings of Stice et al., 2000; 2001; 2003, using the 
dissonance-based intervention, and compare it to an effective placebo-control group 
(Stice et al., 2003; Stice, personal communication, 2003). This would make an important 
contribution to the field, as the majority of studies have compared interventions to 
measurement-only controls, and only a handful have used “active” controls. Since many 
studies demonstrated that strict psychoeducational interventions show minimal effects, a 
psychoeducational intervention logically appeared suitable as an active placebo control. 
An investigation of this nature would demonstrate if the dissonance-based intervention 
(Stice et al., 2000) outperforms the usual care intervention (psychoeducation) and 
demonstrate effectiveness of this intervention. Thus, a psychoeducational intervention 
was designed to be equivalent in time and attention to the dissonance-based intervention 
for adequate comparison. Participants were college women, thus testing the efficacy of 
this intervention for this particular subgroup of individuals. This was a targeted 
intervention, as research has indicated targeted programs fair better than universal 
programs (Stice & Shaw, 2004). Women were prescreened, and selected based on 
elevations in eating disorder symptoms or thin-ideal internalization. In addition to this 
comparison, this study also examined the role of depression, anxiety, perceived social 
support, family dynamics, current tobacco use, and emotional expressiveness as 
predictors of outcome. The purpose of this study was to further the research in eating 
disorders prevention by a) replicating Stice’s dissonance-based prevention program, and 
demonstrating the efficacy of the dissonance-based intervention when evaluated by an
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independent lab, b) comparing the dissonance-based intervention to an active placebo 
control, and c) examine potential variables that may impact or predict success in eating 
disorders prevention programs. These latter two objectives had not been undertaken in 
previous investigations of the dissonance-based intervention. Thus, this study extended 
the research of Stice and his colleagues (2000; 2001; 2003) by adding a 
psychoeducational placebo control group and examining potential predictors.
It was hypothesized that the cognitive dissonance-based intervention would 
outperform the usual care method, the psychoeducational placebo control group. It was 
anticipated that the dissonance-based intervention would show significant decreases in 
body dissatisfaction, thin-ideal internalization, dieting, negative affect, and bulimic 
pathology compared to the control group. It was expected that the psychoeducational 
intervention would show no or minimal decreases in body dissatisfaction, thin-ideal 
internalization, dieting, negative affect, and bulimic pathology compared to the 
dissonance intervention.
It was further anticipated that those with the low perceived social support would 
be associated with poorer outcomes in the prevention programs compared to women who 
experienced high levels of perceived social support. It was hypothesized that those 
women with higher levels of depression, anxiety and family discord would be related to 
poorer outcomes in the prevention programs compared to women who had low levels of 
depression, anxiety, and family discord. Finally, it was expected that women who 
smoked, and women who had high levels of emotional expressiveness would achieve 
better outcomes in the prevention programs compared to women who did not smoke, and 
had low levels of emotional expressiveness.
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CHAPTER II
METHOD
Participants
A review of the literature indicated that a medium effect size was expected from 
this intervention, based on Cohen’s F values (Cohen, 1992). A power analysis was 
conducted to determine the number of subjects needed to achieve sufficient power with a 
medium effect size. It was determined (based on the studies by Stice et al. 2000; 2001; 
2003), that a sample of at least 60 women would be required to have sufficient power 
(.85), with at least 30 per group.
Participants were 75 college women, recruited from the University of North 
Dakota campus. Women were solicited through introductory psychology classes, where 
they are part of a standard psychology subject pool. Women recruited through this pool 
were given the option to either receive extra credit toward their psychology class or to 
receive a monetary compensation of 15 dollars. In addition, women not included in the 
psychology pool were recruited via fliers that were displayed in various departments and 
places across the campus. Nonetheless, all the women recruited for the study were 
students taking psychology courses for credit. Of these seventy-five participants, only 
two individuals requested the monetary form of compensation. All potential participants 
completed a screening packet (during a mass screening conducted by the psychology 
department in the beginning of each semester) that consisted of a consent form, with a
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description of the study, and two questionnaires. Women were called back and invited to 
participate in the study if they met criteria for participation. Participants were 
prescreened (by way of a mass screening in the psychology department) using two 
measures, the IBSS-R and the EDE-Q. Subjects rated each question on the IBSS-R using 
a 5-point scale with anchors of 1 = strongly disagree and 5 -  strongly agree. The 
possible range of scores across the eight questions was 0-40. Those who scored in the 
upper half of the distribution on the IBSS-R using a median split met the targeted 
criterion of being at higher risk for eating disorders (Stice, 2003, personal 
communication). An elevated score on the IBSS-R (a score 27 and over) was sufficient 
enough for qualification as “higher risk”, as this was indicative of a high score, or of 
women who put emphasis on appearance and socially defined ideals of attractiveness and 
weight. The IBSS-R is considered to be, along with the SATAQ, a reliable and valid 
m easure of thin ideal internalization, and both are the measures used in this literature, 
which comparably measure thin ideal internalization (Thompson & Stice, 2001). The 
IBSS-R was also the measure used by Stice et al., (2000; 2001, 2003) to assess thin ideal 
internalization. In addition, women who met full criteria for binging and purging 
behaviors based on the EDE-Q were not invited to participate in the study. Any women 
with a diagnosable eating disorder or exhibiting binge/purge behaviors would not be well 
suited for a prevention program, and would be more appropriate for a treatment 
intervention.
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Materials (See Appendix C)
A background questionnaire was given to participants to complete, asking them 
for demographic information, such as age, year in school, marital status, ethnic/racial 
background, current health status, smoking status, weight, and height (to calculate body 
mass index).
The Ideal-Body Stereotype Scale-Revised (IBSS-R; Stice, 2001) was used to 
assess thin-ideal internalization. This scale consists of a 5-point response format ranging 
from 1 (strongly disagree) to 5 (strongly agree). This scale has acceptable internal 
consistency (alpha = .89), 10-month test-retest reliability, (r = .63) and has demonstrated 
predictive validity (Stice, 2001).
The Sociocultural Attitudes Towards Appearance Questionnaire -Revised 
(SATAQ-R; Thompson, Heinberg, Altabe, & Tantleff-Dunn, 1999) Internalization 
subscale was used to assess thin-ideal internalization. This scale consists of two 
subscales: Awareness and Internalization, and has a 5-point response format ranging from 
1 (completely disagree) to 5 (completely agree). Regression analyses indicate that the 
Internalization subscale significantly predicts body image dissatisfaction and eating 
pathology (Heinberg, Thompson, & Stoirmer, 1995). This scale is highly correlated with 
the IBSS-R, r = .69, in a sample of young adult females (Stice et al., 2000), and has 
demonstrated strong internal consistency on both the Awareness subscale, r = .83, and the 
Internalization subscale, r = .89 (Cusumano & Thompson, 1997).
An adapted form of the Satisfaction and Dissatisfaction with Body Parts Scale 
(SDBPS; Berscheid, Walster, & Bohmstedt, 1973) was used by Stice et al., (2003) and 
was used to assess body dissatisfaction in the present study. This scale asks participants
43
;ed with permission of the copyright owner. Further reproduction prohibited without permission.
to indicate their level of satisfaction with nine body parts, using a 5-point scale, ranging 
from extremely satisfied to extremely dissatisfied. This scale has good internal 
consistency, with coefficient alphas equal to .94, and good test-retest reliability (r = .90) 
(Stice & Agras, 1998).
The Body Esteem Scale-Revised (BES-R; Mendelson, Mendelson, & White, 
2001) was used to assess body satisfaction. This scale asks participants to rate, on a 5- 
point scale, ranging from never to always, how often they agree with a list of 23 
statements. This scale has demonstrated internal consistency rates of .81-.94.
The Dutch Restrained Eating Scale (DRES; van Strien, Frijters, Van Staveren, 
Defares, & Deurenberg, 1986) was used to assess dieting. Participants respond to the 
DRES using a 5-point scale, ranging from never to always. The DRES has demonstrated 
internal consistency (alpha = .95), produced a two-week test-retest reliability coefficient 
of .82 (Stice, 2001), and has correlated with actual caloric intake (van Strien et al., 1986).
The Positive Affect and Negative Affect Scale-Revised (PANAS-X; Watson & 
Clark, 1992) was used to assess negative affect, using the sadness, guilt, and fear/anxiety 
subscales. Participants report the extent to which they feel various negative emotional 
states on a 5-point scale ranging from 1 (very slightly or not at all) to 5 (extremely). This 
scale has documented sufficient internal consistency (alpha = .95) and convergent and 
predictive validity (Stice & Agras, 1998).
The Eating Disorder Examination-Questionnaire (EDE-Q; Fairbum & Beglin, 
1994) was used to assess bulimic symptoms. The EDE-Q is derived directly from the 
Eating Disorder Examination interview (EDE; Fairbum & Cooper, 1993). The EDE-Q 
focuses on the past 28 days to assess the main behavioral (binge eating and purging)
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aspects of bulimia. The 12 diagnostic items for bulimia were summed to form an overall 
bulimic symptom index. Reliability and validity of the EDE-Q have been well 
documented (Black & Wilson, 1996). The EDE-Q has adequate internal consistency 
(alpha = .84), and test-retest reliability (r = .89).
The Beck Depression Inventory-Second Edition (BDI-II; Beck, Steer, & Brown, 
1996) was used to assess depressive symptomology. This measure consists of 21 items, 
rated on a 4-point scale. The BDI shows an internal consistency of .93, and test-retest 
reliability of .93 with college students, and has demonstrated good construct validity with 
other measures of depression, .71 (Beck et al., 1996).
The State Trait Anxiety Inventory (STAI; Speilberger, 1983) was used to measure 
state anxiety and trait anxiety. Participants respond to items on a 4-point scale, ranging 
from 1 (not at all) to 4 {very much so). The inventory has demonstrated test-retest 
reliability for college students between .27 and .86. It demonstrates validity with other 
anxiety measures of .52 to .80 (Speilberger, 1983).
The Emotional Expressiveness Scale (EES; Blatt, D’Afflitti, & Quinlan, 1976) 
was used to assess participant’s self-reported ability to acknowledge and express emotion 
in interpersonal situations. This seven-item scale demonstrated acceptable internal 
consistency, with an alpha coefficient of .85 (Hayaki, Friedman, & Brownell, 2002).
The Multidimensional Scale of Perceived Social Support_(MSPSS; Zimet, 
Dahlem, Zimet, & Farley, 1988) was used to assess one’s level of perceived social 
support from friends, family, and others. This 12-item scale asks individuals to rate items 
on a 7-point scale, ranging from {very strongly disagree) to {very strongly agree). This 
scale demonstrates good internal reliability (ranges from coefficient alphas of .85-.91).
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Test-retest values range from .72 to .85, indicating good stability. It has also 
demonstrated adequate construct validity (Zimet, Powell, Farley, Werkman & Berkoff, 
1990).
Lastly, the Family Environment Scale (FES; Moos, & Moos, 1983) consists of 90 
items, which the participant decides if each statement is true or false of their family. The 
scale assesses levels of control, expressi on, conflict, organization, and cohesion in the 
family, and has demonstrated good construct and convergent validity (Sanford, Bingham, 
& Zucker, 1999). Concurrent and predictive validity have also been demonstrated (Moos 
& Moos, 1986). The internal consistency for the measure is adequate, (.65-.80) but has 
varied widely across studies (Roosa & Beals, 1990). Test-retest reliability has been 
documented at .85 at two months (Moos & Moos, 1994).
Procedure
A total of 724 women were prescreened for the study, and from this sample, 322 
women were eligible to participate in the study based on these inclusion/exclusion criteria 
(44%). Seventy-eight women were randomly selected from this group of 322 eligible 
participants, and they were randomly assigned to either the dissonance-based 
intervention, or the psychoeducational placebo control group (described in detail below). 
They were informed that participating in this study would take a total of 3.5 hours of their 
time, one hour per week, for three consecutive weeks (including the one-month follow­
up). They were informed the sessions consisted of meeting with a small group of female 
college students where they would be asked to do some verbal, written, and behavioral 
exercises related to eating disorders. Those enrolled in psychology classes were informed 
that they would have the option of receiving extra credit or 15 dollars for their
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participation while those not enrolled were informed that they would be paid 15 dollars 
for their participation. A total of eight groups (four per condition) were completed, six 
during the first semester and the remaining two in the second semester. Group sizes 
ranged from 7-12 participants. All intervention and control sessions were conducted at 
the University of North Dakota University Counseling Center. A licensed clinical 
psychologist supervised all the interventions. The study met with the approval of the 
University of North Dakota Institutional Review Board, and was in full compliance with 
all APA ethical guidelines for conducting research with human subjects.
The cognitive dissonance intervention was identical to that of Stice et al. (2000); 
Slice et al., (2001); and Stice et al., (2003). The cognitive dissonance intervention and 
placebo control each consisted of 3 ,1-hour sessions, held weekly for 3 consecutive 
weeks. All participants completed a questionnaire package, containing the dependent 
measures, at baseline, and at intervention termination. Those participants who returned 
for the follow-up one month filled out the same questionnaire packet they had completed 
at termination. A female clinical psychology doctoral student facilitated all sessions, with 
one other female psychology graduate student to help co-facilitate the groups. A 
standardized script was followed for each intervention to ensure that all components of 
the programs were delivered. All sessions were audio-taped, and used to ensure 
adherence to the scripts. Participants were compensated with extra credit or money 
following the final session of the interventions.
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Cognitive Dissonance Intervention (See Appendix A)
Session One
An overview of the study was given to participants and informed consent 
collected. Introductions of the facilitators, group members, and confidentiality occurred. 
All women were told that the intervention was based on the idea that by discussing how 
to help other women avoid body image problems, this can help improve their own body 
satisfaction. Consequently, participants were asked if they would be willing to voluntarily 
help the researchers create an ostensive body acceptance program for college females by 
discussing ways that college women can avoid internalizing the thin ideal. Public verbal 
agreements were then asked of each participant, to commit to attending the group 
sessions participate, and complete assignments as assigned. Baseline measures were 
completed at this point. The session continued by asking the group to collectively define 
the thin ideal. The remainder of the session was spent critically examining and discussing 
the costs and benefits of a) the origin of the thin ideal; b) how the thin ideal is 
perpetuated; c) the impact of messages about the thin ideal from family, peers, dating 
partners, and the media, and d) who benefits from the thin ideal. For example, the 
women were asked questions to discuss such as “What does our culture tell us will 
happen if we look like the thin ideal” and “What are the effects on self-esteem in 
pursuing the thin ideal?” Participants were given two homework assignments for the 
following week. First, to write a one-page (counter-attitudinal) essay about the costs 
associated with pursuing the thin ideal. Second, they were asked to engage in a body 
acceptance exercise at home where they would examine their reflection in a full length 
mirror and record only positive aspects of themselves (including physical, behavioral,
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emotional, and social characteristics). They were instructed to bring these lists and the 
essay to the next session so that it could be discussed as a group. At the conclusion of the 
session, all participants were reminded of the importance of their attendance at the next 
two sessions. Email addresses and phone numbers were collected so they could be 
reminded about attendance and homework for the group.
Session Two
Facilitators conducted a brief overview of the previous session. Then each 
participant’s experience of writing their essay was discussed and the main costs 
associated with pursuing the thin ideal that the women generated were examined. Women 
were asked to discuss feelings and thoughts they had during the body acceptance mirror 
homework, and were asked to share these lists with the group. Next, there was a 
discussion of who benefits from our society’s pursuit of the thin-ideal, with a focus on the 
corporations who profit from it. A counter-attitudinal role-play was conducted, where 
each woman attempted to discourage the group leaders from pursuing the thin ideal. In 
this exercise, the group leaders played various roles, ranging from a dieter to a person 
with anorexia. Participants were given two homework assignments for the next session. 
First, they were asked to provide three examples from their own life concerning pressures 
to be thin that they have encountered, and they came up with verbal challenges to these 
examples. Second, women were asked to generate a top-10 list of things girls/women 
could do (including avoid, say, do, or learn) to resist the thin-ideal. The session 
concluded by reminding participants the importance of completing their homework and 
attending the final session of group.
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Session Three
After an overview of the last session, the verbal challenge exercise was discussed 
and debriefed, having each member share one example with the group. Participants were 
asked to role-play making counter thin ideal statements to resist pressure from peers. All 
participants were asked how they felt about being in the group and what they found 
interesting about participating in this research study. They were asked for specific 
recommendations that could help other women accept their own bodies and avoid pursuit 
of the thin ideal. Women were asked to challenge themselves if they notice they have 
engaged in thin ideal thinking and to partake in behavioral challenges relating to body 
image concerns (such as wearing a swimsuit to the pool) in the near future. Next, the 
women were asked to share some items from their top-10 list of things to do to resist the 
thin ideal. They were encouraged to engage in one of these in the next week as an exit 
exercise. All women were given a questionnaire package again to complete at the 
conclusion of this session. They received extra credit/money at this point and were 
thanked for their participation. They were informed that they would be contacted in one 
month for the follow-up assessment.
Psychoeducational Placebo Control Intervention (See Appendix B)
Session One
An overview of the study was given to participants and informed consent 
collected. Introductions of the facilitators, group members, and confidentiality occurred.. 
All participants completed the questionnaire packet before the session to collect baseline 
data. The session began by sharing that many women struggle with weight related issues 
because of an incomplete knowledge of nutrition and negative consequences of eating
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disorders. Focus was on identifying the different eating disorders, their prevalence, 
proposed risk factors, and treatment options, leading into a segment of how culture has 
set a context for the development of eating disorders. Information was provided on set 
point theory, physiological regulation of weight, and how to determine a healthy body 
weight. Women were asked to write a one-page essay on what they think body image is 
and how they define their own body image. They were asked to bring this to the next 
session for discussion by the group. The women were provided with daily food records 
and asked to record their intakes for the next week on the sheets that will aid them in 
benefiting from the topics covered in the next session. At the conclusion of the session, 
all participants were reminded of the importance of their attendance at the next two 
sessions. Email addresses and phone numbers were collected so they could be reminded 
about attendance and homework for the group. They were also provided with some 
information on stress management and coping skills, including seeking social support, or 
counseling if necessary.
Session Two
An overview of the previous session began the group. Homework from last 
session was reviewed, including the thoughts and feelings of the participants in 
completing the exercises. This session included discussion of what body image is and 
how the women defined it, which was elicited from the group for all to discuss and share. 
Some common myths were offered for discussion as to their validity. Information on 
what to do or say to a friend who has an eating disorder was presented. The last aspect of 
the session focused on healthy weight control practices, such as eating regular, healthy 
meals, and engaging in moderate exercise. The women were provided with some
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nutritional information and exercise information. The session concluded by reminding 
participants the importance of attending the final session of group.
Session Three
An overview of the last session began this group. Next, all participants watched a 
psychoeducational video, “Dying to be Thin”, (McPhee, 2000), which recapped many of 
the main topics discussed in the past two sessions. Following this, the women were 
encouraged to briefly discuss any thoughts and feelings they had from the video. All 
women were asked to sign a contract for commitment to taking proper care of their 
bodies. Final questions and thoughts were elicited from the group. All women were given 
a questionnaire package again to complete at the conclusion of this session. They 
received extra credit/money at this point and thanked for their participation. They were 
informed that they would be contacted in one month for the follow-up assessment.
At one-month post intervention, all participants were called again and asked to 
complete a follow-up assessment. After they completed the questionnaire packet, they 
were debriefed as to the purpose of the study and who to contact should they be interested 
in the results.
An attrition rate of about 10% was expected. Stice et al., (2000) experienced zero 
attrition in the first investigation of the cognitive dissonance intervention and 10% 
attrition in the last two previous investigations (Stice et al., 2001; 2003). Thus, a similar 
rate was anticipated for the current investigation. For the analysis of data, only data from 
participants that attended all three group sessions was utilized. If a participant missed a 
session, an attempt was made to have that participant make up the session and remain in 
the group.
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Data Analysis
One-way analyses of variance (ANOVA) was used to determine if the groups 
differed on demographic variables and dependent variables at baseline. The data was 
analyzed using repeated measures analyses of variance (ANOVA) to test whether 
participants in the dissonance intervention experienced reductions in thin ideal 
internalization, body dissatisfaction, dieting, negative affect, and bulimic symptoms, 
relative to the placebo control. Multiple regression analyses were conducted to examine 
the relationships and utility of variables in predicting outcome in these eating disorder 
prevention interventions.
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CHAPTER III
RESULTS
Demographic Characteristics
The sample consisted of seventy-eight women. The a verage age of the 
participants was 19.03 years (SD = 3.27), and the vast majority of the sample was 
Caucasian (95%), while the remaining 5 percent were Native American. The vast 
majority of the women were freshman or sophomores at the University of North Dakota 
(95%). Ninety-one percent of the women indicated that their current health was at least 
average or above average. A majority of the sample indicated that they were currently in 
a dating relationship or married (53.8%). A small percentage of the sample indicated that 
they smoke cigarettes (12.8%), and five percent indicated that they had experienced 
pressure from a dating partner to lose weight.
The average height for the women in the sample was 5 feet, four inches (SD = .25 
feet), and the average weight of the sample was 135.67 pounds (SD = 26.14). The 
average Body Mass Index (BMI) for the sample was 22. 53, (SD = 4.37), which is 
considered to be the normal weight range (19-26).
Table 1 shows the means and standard deviations for all demographic variables, 
broken down by condition (dissonance and psychoeducation). All participants were 
screened based on elevated scores on the LBSS-R, and the average score for the women 
on this measure was 27.30, (SD = 5.27), which is indicative of high levels of thin ideal
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internalization. One-way ANOVA’s were conducted to determine if the groups differed 
on demographic variables and dependent variables at baseline. There were no significant 
differences between the groups on any demographic characteristics or dependent 
variables (See Appendix D, Tables 20 and 21). Table 2 shows the means and standard 
deviations for all dependent variables at baseline, by condition. One-way ANOVA’s were 
also conducted on each of the predictors (social support, emotional expressiveness, 
tobacco use, anxiety, depression, and family conflict) to determine if there were any 
significant differences between the groups on any of these variables. There were no 
significant differences between the two conditions on any of the predictor variables (See 
Appendix D, Table 22). Means and standard deviations for the predictor variables are 
reported in Table 3.
Table 1. Means and Standard Deviations for Demographic Variables by Groups.
Cognitive Dissonance (n = 40) Psychoeducation (n = 35)
Variables M SD M SD
Age (years) 18.88 1.38 19.23 4.69
Year in College 1.53 .716 1.40 .553
Height (feet) 5.45 .272 5.48 .245
Weight (lbs.) 142.20 28.73 135.60 23.66
BMI 23.07 4.71 22.11 4.07
Table 2. Means and Standard Deviations for Dependent Variables by Groups at Baseline.
Cognitive Dissonance (n = 40) Psychoeducation (n = 35
Variables M SD M SD
Thin Intern (SATAQ) 29.17 6.27 29.37 9.88
Body Dissatisfaction 24.90 7.14 26.06 11.21
Eating Pathology 11.22 8.18 10.82 9.52
Thin Intern (EBSS-R) 27.35 4.25 26.88 6.29
Dieting 22.38 8.36 23.46 10.46
Body Esteem 69.85 19.29 71.03 16.63
Negative Affect 22.35 7.57 20.62 7.65
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Table 3. Means and Standard Deviations for Predictor Variables by Groups.
Cognitive Dissonance (n = 40) Psychoeducation (n = 35)
Variables M SD M SD
Social Support 19.45 10.97 18.94 7.23
Emotional Exp. 2.35 2.43 1.83 1.94
Depression 9.18 7.78 8.17 7.80
Anxiety 37.63 11.26 38.43 12.81
Support in Family 6.92 1.91 6.54 2.21
Exp.of Conflict 2.75 2.02 2.77 2.14
Three of the initial seventy-eight participants (4%) dropped out of the study 
during the intervention phase. These women did not differ significantly from those who 
did not drop out on any of the demographic characteristics, or any of the baseline 
dependent variables (See Appendix D, Table 23). A total of three women missed one of 
their regular group sessions and asked to make up their missed session. Of these three 
women, two were able to reschedule to another group session, and the other made up the 
missed session during an individual meeting with the principal investigator.
Intervention Effects
Of the seventy-five women who completed the interventions, twenty-nine (39%) 
completed the one-month follow-up (15 in the dissonance group and 14 in the 
psychoeducation group). Performing the analyses with such a low number of subjects 
yielded low power (between .16 and .36) as compared to the analyses performed on all 75 
participants with pre/post data from the intervention groups, where power ranged from 
.69 to .99. Thus, these results will focus on the data received from the pre/post
intervention as these tests of significance are more statistically powerful. However, for
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the sake of comprehensiveness, results from the follow-up will also be reported. A one­
way ANOVA revealed that there were no significant differences on any of the baseline 
dependent variables between those women who did complete the follow-up, versus those 
women who did not (See Appendix D, Table 4).
Table 4. Means and Standard Deviations for each Group at Baseline, Post Intervention, 
and One-Month Follow-up.
Baseline 
(Week 1)
Termination 
(Week 3)
One-Month
Follow-up
Effect Size 
(termination)
Dependent Variable
M SD M SD M SD Partial Eta2
Thin ideal internalization 
(IBSS-R)
Dissonance 27.35 4.25 25.52 3.56 23.93 6.46 .08
Psychoeducation 26.88 6.29 26.57 4.58 26.50 4.84 .08
Thin Ideal Internalization 
(SATAQ)
Dissonance 29.17 6.27 25.47 4.77 24.00 7.69 .18
Psychoeducation 29.37 9.88 26.02 5.57 26.92 6.65 .18
Body Dissatisfaction
Dissonance 24.90 7.14 28.82 8.34 26.20 8.92 .16
Psychoeducation 26.06 11.21 28.11 8.17 29.92 6.82 .16
Dieting Behavior
Dissonance 22.38 8.36 21.52 9.36 19.60 9.10 .02
Psychoeducation 23.46 10.46 22.97 10.30 24.42 11.07 .02
Negative Affect
Dissonance 22.35 7.52 20.37 7.20 18.20 6.12 .21
Psychoeducation 20.62 7.65 18.14 8.45 18.07 8.50 .21
Bulimic Symptoms
Dissonance 11.22 8.18 10.20 8.83 8.46 9.77 .08
Psychoeducation 10.82 9.52 8.85 8.92 10.78 8.68 .08
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Repeated measures ANOVA models tested whether participants in each of the 
two interventions demonstrated reductions in thin-ideal internalization, body 
dissatisfaction, dieting, negative affect, and bulimic symptoms over time, and whether 
there were differences between the two conditions with regard to reductions on any of 
these variables. Separate models were carried out for each outcome, in which condition 
was a two level between subject factor, and time was two-level (pre and post 
intervention) and a three-level (pre, post and one month follow-up) within subjects factor. 
Means and standard deviations for the two interventions at each wave of measurement 
are reported in Table 4 and means are graphed for clarity (Figures 1 through 7).
Participants in both the cognitive dissonance and the psychoeducation groups 
demonstrated significant decreases in thin ideal internalization from baseline to 
termination on both measures, the IBSS-R (Figure 1) and the SATAQ Internalization 
Scale (Figure 2), F (1, 73) = 6.20, p <. 05, and F (1, 73) = 15.88, p< .01, respectively.
This effect did not remain significant at the one-month follow-up for the EBSS-R, F (2,
54) = 1.76, p > .05, nor for the SATAQ-Intemalization Scale, F (1, 27) = 1.85, p >.05. 
However, the condition by time interaction at post-intervention on the IBSS-R was 
marginally significant, F (1, 73) = 3.36, p = .071, indicating that there was a marginal 
difference between the groups across time on thin ideal internalization, with the cognitive 
dissonance group having the slight edge over the psychoeducation intervention. On the 
SATAQ Internalization Scale there were no significant differences between the two 
conditions, F (1,73) = .079, p > .05.
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Figure 1. Means for Thin Ideal Internalization (IBSS-R) by Group at Baseline, 
Termination, and Follow-up.
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Figure 2. Means for Thin Ideal Internalization (SATAQ) by Group at Baseline, 
Termination, and Follow-up.
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Participants in both conditions also demonstrated significant reductions in body 
image dissatisfaction on the SDBPS (see Figure 3) from baseline to termination, F (1, 73) 
= 13.99, p <.05. However, there was no significant differences between the two 
conditions on body dissatisfaction, F (1, 73) = 1.71, £ > .05. At one month follow-up, the 
differences across time did not remain significant, F (1, 27) = .51, e >.05, and there were 
no significant differences between the psychoeducation and dissonance interventions, F 
(1, 27) = 1.12, p > .05. Participants in both conditions showed significant improvements 
in body satisfaction from baseline to termination, as measured by the BES, F (1, 73) = 
7.87, e <05, and this effect remained significant at one month follow-up, F (1, 27) =
9.48, e <05 (see Figure 4). The group by time interaction was not significant, F (1, 73) = 
.99, e >-05, and this effect remained non-significant at one month follow-up, F (1, 27) = 
.96, e >-05.
There were no significant main effects found at termination on the DRES 
(dieting) for participants in either condition, F (1, 73) = 1.58, p >.05, and similarly the 
group by time interaction was not significant, F (1, 73) = .29, p >.05. At one month 
follow-up these results continued to remain non-significant, from baseline to termination, 
F (1, 27) = 2.33, p >.05, and the time by condition interaction was also not significant, F 
(1, 27) = .18, e > -05 (see Figure 5).
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Figure 3. Means for Body Dissatisfaction (SDBPS) by Group at Baseline, Termination, 
and Follow-up.
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Figure 4. Means for Body Satisfaction (BES) by Group at Baseline, Termination, and 
Follow-up.
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Figure 5. Means for Dieting (DRES) by Group at Baseline, Termination, and Follow-up.
Participants in both conditions showed significant decreases from baseline to 
termination on negative affect, as measured by the PANAS-X, F (1, 73) = 20.20, g <.05, 
and this effect remained significant at one month follow-up, F (1, 27) = 6.41, g <.05. 
However, the time by condition interaction was non-significant, F (1, 73) = .26, g >.05, 
and this remained not significant at one month follow-up, F (1, 27) = .36, g >.05 (see 
Figure 6).
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Figure 6. Means for Negative Affect by Group at Baseline, Termination, and Follow-up.
Finally, participants in both interventions reported significant reductions in eating 
pathology at termination, F (1, 73) = 6.35, p < .05, but not at one month follow-up, 
relative to baseline, F (1, 27) = .89, g >.05. The group by time interaction was not 
significant at termination, F (1, 73) = .24, g >.05, nor at one month follow-up, F (1, 27) = 
.74, g > .05 (see Figure 7).
63
:ed with permission of the copyright owner. Further reproduction prohibited without permission.
□  Eating Pathology Pre 
Score
■  Post Intervention 
Score
□  1-Month Follow-Up
Figure 7. Means for Eating Pathology by Group at Baseline, Termination, and Follow-up.
Predicting From Baseline to Termination 
A simultaneous multiple regression analysis was conducted to examine the utility 
of particular predictors of outcome in the eating disorder interventions at termination.
A simultaneous multiple regression using change scores was conducted for each 
dependent outcome variable.
Thin Ideal Internalization (IBSS-R and SATAQ Internalization Scale)
A simultaneous multiple regression analysis was conducted to examine the utility 
of depression (BDI-II scores), anxiety (STAI scores), perceived social support (MSPSS 
scores), emotional expressiveness (EES scores), conflict in the family (subscale scores 
from the FES) and current tobacco use as predictors of outcome for thin ideal 
internalization at termination (n = 75). This analysis did not yield a statistically 
significant overall model on the IBSS-R, F (7, 74) = 1.15, p >.05, and R2 = .107. This
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analysis did not yield a statistically significant overall model on the SATAQ 
Internalization Scale, F (7, 74) = 1.50, p >.05, and R2 = . 136.
Eating Pathology (EDE-Q)
A simultaneous multiple regression analysis was conducted to examine the utility 
of depression (BDI-II scores), anxiety (STAI scores), perceived social support (MSPSS 
scores), emotional expressiveness (EES scores), conflict in the family (subscale scores 
from the FES) and current tobacco use as predictors of outcome for eating pathology at 
termination (n = 75). This analysis did not yield a statistically significant overall model F 
(7, 74)= 1.52, e > -05, andR2= .137.
Body Dissatisfaction (SDBPS and BES)
A simultaneous multiple regression analysis was conducted to examine the utility 
of depression (BDI-II scores), anxiety (STAI scores), perceived social support (MSPSS 
scores), emotional expressiveness (EES scores), conflict in the family (subscale scores 
from the FES) and current tobacco use as predictors of outcome on body dissatisfaction at 
termination (n = 75). On the SDPBS, this analysis did not yield a statistically significant 
overall model, F (7, 74) = 1.92, g >.05, and R2 = .167. On the BES, this analysis did not 
yield a statistically significant overall model, F (7, 74) = 1.10, g > .05, and R2 = .103.
Dieting (DRES)
A simultaneous multiple regression analysis was conducted to examine the utility 
of depression (BDI-II scores), anxiety (STAI scores), perceived social support (MSPSS 
scores), emotional expressiveness (EES scores), conflict in the family (subscale scores 
from the FES) and current tobacco use as predictors of outcome for dieting behaviors at 
termination (n = 75). This analysis yielded a statistically significant model, F (7, 74) =
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2.26, g <. 05, and R2 = .192. Examination of individual predictors revealed that two of 
the predictors accounted for a significant amount of the variance, Anxiety, g = .05, (Beta 
= -.346, Part Correlation = -.216, Zero-order Correlation = -.134), and one subscale of the 
FES, the Expression of Conflict scale, g = .027, (Beta = .351, Part Correlation = .248, 
Zero-order Correlation = .215).
Negative Affect (PANAS-X)
A simultaneous multiple regression analysis was conducted to examine the utility 
of depression (BDI-II scores), anxiety (STAI scores), perceived social support (MSPSS 
scores), emotional expressiveness (EES scores), conflict in the family (subscale scores 
from the FES) and current tobacco use as predictors of outcome for negative affect at 
termination (n = 75). This analysis yielded an overall model that approached statistical 
significance, F (7, 74) = 2.08, g = .056, and R2 = .173. Examination of individual 
predictors revealed that the Expression of Conflict scale of the FES accounted for a 
significant portion of the variance, g = .004, (Beta = .451, Part Correlation = .328, and 
Zero-order Correlation = .339).
Predicting From Baseline to Follow-up 
Simultaneous multiple regressions were conducted using the follow-up data, 
examining the utility the predictors had in predicting outcome from baseline to follow-up. 
A simultaneous multiple regression was utilized for each dependent variable. Due to the 
lower sample size with the follow-up participants, predictors were grouped into a set of 
three and a set of four to run the analysis. Perceived social support (MSPSS), anxiety 
(ST AI), and depression (BDI-II) were used as one set of predictors, and conflict in the 
family (subscale scores from the FES), emotional expressiveness (EES), and current
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tobacco use were included in the second set of predictors for these simultaneous multiple 
regressions (n = 29).
Only one analysis was statistically significant. When perceived social support, 
anxiety and depression were used to predict body dissatisfaction using the SDBPS, this 
analysis yielded a statistically significant overall model, F (3, 28) = 7.16, p < .05, and R2 
= .462. Examination of individual predictors demonstrated that two of the predictors 
accounted for a significant amount of the variance: Depression, p = .021, (Beta = .863, 
Part Correlation = .362, Zero-order Correlation = .049) and Anxiety, p = .000, (Beta =- 
1.011, Part Correlation = -.649, Zero-order Correlation = -.431).
Predicting From Termination to Follow-up
Simultaneous multiple regressions were conducted using the follow-up data, 
examining the utility the predictors had in predicting outcome from termination to 
follow-up. A simultaneous multiple regression was utilized for each dependent variable. 
Due to the lower sample size with the follow-up participants, predictors were grouped 
into a set of three and a set of four to run the analysis. Perceived social support 
(MSPSS), anxiety (STA1), and depression (BDI-II) were used as one set of predictors, 
and conflict in the family (subscale scores from the FES), emotional expressiveness 
(EES), and current tobacco use were included in the second set of predictors for these 
simultaneous multiple regressions (n = 29).
These analyses yielded two significant models. As with baseline to follow-up, 
when perceived social support (MSPSS), depression (BDI-II) and anxiety (STAI) were 
used to predict body dissatisfaction on the SDBPS, this analysis yielded a statistically 
significant overall model, F (3, 28) = 5.45, p < .05, and R2 = .396. Examination of
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individual predictors revealed that two predictors accounted for a significant amount of 
the variance: Depression, which was marginally significant, p = .054, (Beta = .750, Part 
Correlation = .315, Zero-order Correlation = .309) and Anxiety, p = .005, (Beta = -.748, 
Part Correlation = -.480, Zero-order Correlation = -.152).
When perceived social support (MSPSS), depression (BDI-II) and anxiety (STAI) 
were used to predict negative affect (PANAS-X) from termination to follow-up, this 
analysis yielded a statistically significant overall model, F (3, 28) = 3.41, p < .05, R2 = 
.291. Examination of individual predictors showed that one predictor accounted for a 
marginally significant amount of the variance: Depression, p = .055, (Beta = .809, Part 
Correlation = .340, Zero-order Correlation = .458).
Bivariate Correlations
Exploratory bivariate correlational analyses were conducted to examine additional 
relationships with social support, as the MSPSS breaks down into three scales, Family, 
Significant Other, and Friends. These scales were correlated with the differences scores 
on all dependent variables from baseline to termination (see Table 5).
Table 5. Correlations of MSPSS Scales and Change Scores for Dependent Variables. 
MSPSS Subscales____________ Friends Family Significant Other___________________________
Dependent Variables
Eating Pathology -.023 .138 -.055
Internalization (SATAQ) -.042 -.012 -.011
Internalization (IBSS-R) -.060 .024 -.131
Body Dissatisfaction -.061 -.131 .091
Negative Affect .171 .101 .228*
Dieting -.232* .063 -.171
Note: N= 75 (*; p < .05)
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CHAPTER IV
DISCUSSION
Overview
This study was designed as an independent laboratory investigation of Stice et al’s 
(2000; 2001; 2003) cognitive dissonance eating disorder prevention program, intending 
to compare this intervention with a psychoeducational placebo control group. The present 
investigation examined potential variables impacting or predicting success in the 
aforementioned programs. It was hypothesized that the cognitive dissonance based 
intervention would surpass the psychoeducational placebo control group, showing 
significant differences in dieting, thin ideal internalization, eating pathology, negative 
affect, and body dissatisfaction compared to the control group. It was also expected that 
the psychoeducational placebo control group would demonstrate no or minimal 
improvements in these same variables. It was further predicted that women with low 
perceived social support would have poorer outcomes in the prevention programs 
compared to women with high levels of perceived social support. It was hypothesized 
thait women exhibiting high levels of depression, anxiety and family discord would have 
faired worse in their outcomes, compared to women with low levels on these three 
variables. Lastly, it was anticipated that women who smoked and who exhibited high 
levels of emotional expressiveness would achieve greater improvements in the prevention 
programs.
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Comparison of the Dissonance Intervention and Placebo Control 
Results from the repeated measures ANOVA’s were inconsistent with the 
hypothesized outcomes. First, there were no significant differences between the cognitive 
dissonance intervention and the psychoeducational placebo control group, with the 
exception of the interaction that approached statistical significance for thin ideal 
internalization on the IBSS-R. Instead, results demonstrated that participants in both 
groups showed significant reductions in thin ideal internalization, body dissatisfaction, 
negative affect and eating pathology. These findings for the dissonance group were 
comparable to previous studies, which found significant reductions in thin ideal 
internalization, body dissatisfaction, dieting, bulimic symptoms, and negative affect 
(Slice, 2000; 2001; 2003). It was interesting, but not surprising, to note that the 
dissonance intervention fared slightly better than the psychoeducation group in 
decreasing thin ideal internalization, since discussing and critiquing the thin ideal is an 
important component of this intervention. However, the results for dieting were 
inconsistent with previous research by Slice et al., (2000; 2001; 2003), who found 
significant decreases in dieting from baseline to termination with the cognitive 
dissonance intervention. There are a few possibilities as to why neither intervention 
program had a significant impact on decreasing dieting behaviors for the participants. 
There was a strong cultural influence at the time of the study that was focused on dieting, 
with a particular emphasis on low carbohydrate diets such as the Atkins diet, the Zone 
diet, and South Beach diet (Kadlec, 2004). For example, a recent issue of Time magazine 
detailed the current craze of low-carb foods and the recent marketing boom that these 
products have attained, as well as the immense popularity these diets have achieved in the
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past year (Kadlec, 2004). The past couple of years have seen remarkable increases in the 
sales of low-carb foods and low-carb diet books, and this low-carb frenzy has been 
compared to the low-fat obsession of the 1980’s and 1990’s (Kadlec, 2004). In addition, 
while the study was underway, several restaurants in the community were going low- 
carbohydrate and Atkins friendly on their menus, publicizing such changes, etc. Several 
subjects mentioned these diets during group sessions and asked questions about the 
weight loss benefits/health consequences of low-carbohydrate diets. This media influence 
and Ihe increased popularity of the diets at the time may have prejudiced participants 
views on dieting and made dieting seem more mainstream and healthy. Another possible 
reason for this discrepancy between these findings and that of Stice et al. was that the 
women in this sample had lower rates of dieting to begin the prevention programs 
compared with Stice et al’s (2003) sample. Stice et al., (2003) had an average mean score 
of 27.10 (dissonance group) and 25.53 (healthy weight group) as compared with the 
sample in the current study, which had an average mean of 22.38 (dissonance group) and 
23 ,46 (psychoeducational group). The difference between the two dissonance groups was 
statistically significant, t (1, 86) = 2.63, p <. 01, compared with the health weight and 
psychoeducation groups, t (1, 84) = .08, p > .05. However these scores from this 
investigation were lower overall, which may have created floor effects. The majority of 
our participants were raised in the upper Midwest, as compared with participants from the 
West Coast and Southern states in the previous studies. There may be less emphasis 
placed on dieting in the Midwest, due to climate and population differences. There is a 
lack of research examining geographical differences in eating pathology and body 
dissatisfaction in the United States and Canada. However, one recent study supports this
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notion that regional differences may have contributed to these this finding. Sloan (2002) 
examined an all-Caucasian sample of college females from a southeastern (Florida) and a 
northeastern (Pennsylvania) region of the United States and compared their levels of 
eating disordered symptoms, BMI, concern about body shape, and behavioral tendencies. 
She found that women residing in the southeastern region of the US were of significantly 
lower body weight, engaged in more frequent bulimic behaviors, and displayed 
significantly greater concern regarding body shape than the women residing in the 
northeastern region. One interpretation of these results is that residing in these warmer 
types of climates makes it nearly impossible to avoid wearing warm weather clothing 
such as shorts and bathing suits, making body image and shape/weight awareness more of 
a focus for these individuals, and this would be a year-round phenomenon (Sloan, 2002). 
This would help explain the lower levels for dieting in the present sample of college 
females. Although Sloan’s results may not be generalizable to the upper Midwest, it 
remains an important point to consider, and perhaps an avenue for future research to 
explore more geographical and climatic differences.
These results lend support to the dual-pathway model of bulimia nervosa (Stice, 
1994), since the dissonance intervention targeted and reduced thin ideal internalization, 
and thus may have subsequently reduced negative affect, body dissatisfaction, and eating 
pathology. The dual-pathway model presupposes these risk factors follow this etiological 
pathway, making these findings consistent within this framework. Having said this, of 
interest was the fact that no significant effects were found for dieting using the 
dissonance based intervention, which supposedly is a link in the etiological model 
between body dissatisfaction and eating pathology. However, the model stipulates that
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body dissatisfaction promotes both negative affect and dieting, and that either one of 
these factors promotes eating pathology. That is, both pathways are not necessary to 
promote the onset of eating pathology. Thus, the model states that individuals may 
initiate pathological eating behaviors because of either extreme dieting or chronic 
negative affect, or a combination of these factors (Stice, 2001). Keeping this in mind, 
these results remain compatible and in support of the dual-pathway model.
Bearing in mind that these results still rendered both interventions successful on 
many accounts, it was puzzling that the hypotheses were unfounded. Essentially, this 
study replicated Stice et al., (2003) in the sense that their healthy weight placebo control 
condition inadvertently became a useful prevention intervention in and of itself. It 
appeared that the psychoeducational intervention designed as a placebo control group for 
this study met similar fate, being that it too became a useful prevention intervention. The 
psychoeducational intervention showed significant decreases in thin ideal internalization, 
body dissatisfaction, negative affect and eating pathology from baseline to termination. 
Essentially, this program could be considered an effective prevention intervention, and 
appears comparable to that of the cognitive dissonance intervention. Thus, the 
psychoeducational intervention failed as a placebo control condition.
The choice of a psychoeducational intervention as a placebo control was based on 
previous research which suggested providing psychoeducation to be ineffective in 
eliciting behavior change (Killen et al., 1993; Martz & Bazzini, 1999; Moreno & Thelen, 
1993; Paxton, 1993). In fact, Stice et al., (2003) indicate that their healthy weight placebo 
control condition achieved success in part due to its non-psychoeducational approach. 
O’Dea and Abraham (2000) go as far as to say that traditional pedagogical techniques
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that purely instruct participants are not successful and warn that programs that instruct 
participants about eating disorders and dieting should be avoided. The findings of the 
present study contradict such conclusions, and bring hope to the proponents of 
psychoeducational approaches. The psychoeducation intervention was designed to 
inundate the participants with information about eating disorders and healthy weight 
practices, provided in a lecture format, with minimal discussion. The final session was a 
videotape, that reviewed the previous two sessions, emphasizing risk factors, causes, and 
consequences of eating disorders, to help the information sink in. One important 
difference between this intervention and others, such as Martz and Bazzini, is that it was 
conducted in three sessions versus one session, with repetition of the material. This 
program was very explicit and illustrative of the symptoms and behaviors of eating 
disordered individuals. Yet, the program demonstrated equivalent success with the 
cognitive dissonance program in eliciting behavior change. This is an unexpected and 
surprising finding. However, this finding coincides with the suggestion put forth by Stice 
and Ragan (2002) that psychoeducational interventions lasting more than one session in 
duration might prove more fruitful. This finding also demonstrates that providing 
information on eating disorders is not harmful to participants, and in fact, can have the 
opposite effect, which contradicts previous research (Carter et al., 1997).
The psychoeducational intervention may have demonstrated such success due to 
the fact that this was a targeted population. As previously mentioned, targeted programs 
have demonstrated more success than universal programs for eating disorder prevention 
(Stice & Ragan, 2002; Stice & Shaw, 2004). Another factor may be the age of the 
participants. Since the women were college age, they may have been more inclined to
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benefit from such information. As previously mentioned, women at this age may have 
struggled with body image, cultural pressures, and eating problems for some time before 
corning to college, and this may have increased their motivation and interest in 
prevention programs (Mussell et al., 2000; Stice & Shaw, 2004). All the women were 
considered at “higher risk” to develop an eating disorder, and thus, may have been more 
interested in what they were learning, and may have been more invested in digesting the 
information and utilizing their time in the group. Previous research by Ferraro, Andres, 
Stromberg, & Kristjanson (2003) demonstrated that college women at risk for developing 
an eating disorder responded significantly faster to fat related words than to words 
unrelated to fat. As Ferraro et al. (2003) suggest, these high-risk women may be 
preoccupied with issues and information related to fat and weight, and perhaps a stronger 
semantic network is in play. A factor such as this may have led women in this study to 
have an increased interest in the interventions and improved retention of what they 
learned. This could be one possibility as to why women in the psychoeducation 
intervention had success. An additional reason that may have improved the efficacy of 
this psychoeducational program is the supportive and warm atmosphere in which the 
sessi ons took place. All sessions were conducted in the University Counseling Center, 
consisting of small groups, providing an intimate, inviting and comfortable setting 
compared to a classroom, where traditionally psychoeducation would take place. All in 
all, the results of this investigation were promising for the use of psychoeducational 
inteiventions, and did not suggest that the cognitive dissonance based intervention 
outperforms straight psychoeducation for preventing eating disorders. This finding has 
several implications. Since psychoeducational interventions can be easily administered
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and require minimal, if any, training for educators to deliver, they may be a more ideal 
first line of primary prevention than something like the dissonance intervention, which 
requires training and active participation by participants. This may call into question the 
value of using programs that require more effort, training of facilitators, and consent of 
participants. Psychoeducation for eating disorders can easily be incorporated into 
university program requirements for incoming freshman, sorority education programs, 
websites and/or web-based designed self-help programs, and/or high school health 
classes.
However, there were some methodological issues that may have impacted the 
outcomes of this investigation. First, since this was an independent laboratory 
investigation of Stice et al’s (2000; 2001; 2003) dissonance intervention, fidelity or issues 
with strict adherence to the protocols may be of concern. The principle investigator was 
in communication with Stice, and received his verbatim protocols of the cognitive 
dissonance intervention. All facilitators participated in a training session, in which the 
principle investigator went over the protocol, answered questions, and practiced with the 
facilitators’ examples and scenarios for the interventions. The principle investigator also 
went over the psychoeducational protocol and answered questions regarding this 
intervention. Due to the fact that the principle investigator was not officially trained by 
Stice, nor had no prior experience in delivering this intervention, fidelity issues may have 
confounded the results. The principle investigator adhered to the protocol, and recorded 
the sessions from the other facilitators. Every effort was made to ensure that strict 
accuracy of the interventions was maintained. However, this still cannot be ruled out
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entirely as a limitation to the findings, as the facilitators in this investigation may have 
not been as effective at delivering the dissonance program as the original facilitators.
Follow-up Results and Concerns
The results from the one-month follow-up indicated that for both groups, gains 
made at termination were still significant for body satisfaction as measured on the BES. 
Similarly, gains made at termination were still significant for negative affect, for both 
interventions. However, gains were not maintained for body dissatisfaction as measured 
on the SDBPS, nor for thin ideal internalization and eating pathology,.
These findings must be interpreted with caution, due to the small number of 
participants who completed the follow-up. This is a major limitation to the outcome of 
the study, as without follow-up data, these findings are limited and it cannot be 
determined if the prevention programs have any lasting effects. Treatment studies have 
demonstrated that short-term effects are not necessarily predictive of longer-term 
outcome (Fairbum, Jones, Peveler, Hope & O’Connor, 1993; Fairbum et al., 1995). Thus, 
these findings from baseline to termination need to be interpreted with caution. It is 
difficult to determine and rule out regression to the mean without maintenance data, nor 
can direct comparisons be made to Stice et al’s (2001; 2003) final results since they had 
at least a one-month follow-up for their participants.
It was the intention of the author to secure all the participants to attend the one- 
month follow-up session. Due to ethical and Institutional Review Board requirements, it 
was required to provide the women with the proper credit/incentive following their 
completion of the 3-session groups. Additional credit/money was to be given when they 
returned for the one-month follow-up. Thus, there were several factors that may have
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precluded the women from returning to complete the follow-up segment. First, the initial 
wave of groups began in late October, 2003, completing their 3-week sessions sometime 
in November, 2003. The one-month follow-up fell around the second week of December, 
2003. Research assistants were calling participants trying to schedule with them within a 
2-week window of time. Unfortunately, this was not a convenient time of year for many 
of the participants to complete the follow-up. By this time, many participants had already 
completed their psychology course and did not need the additional credit, or they were in 
the midst of studying for exams and responded that they did not have extra time to 
complete the study. It was also difficult to get in touch with a good portion of the women, 
as presumably they had already left for Christmas break. Research assistants were 
instructed to be persuasive and friendly on the phone while scheduling the follow-ups 
with the participants. For those women who already had all their credits, a five-dollar 
incentive was offered for completing the follow-up. The research assistants were 
instructed to not leave messages, and to continue calling back participants they could not 
get a hold of. Before school ended for Christmas break, there were still 13 women who 
had not been reached. There were a total of 18 women who scheduled follow-up sessions, 
and of those 18, six women did not show up for their session. However, it is the belief of 
the author that the end of semester timing was detrimental to securing the participants. 
Unfortunately, the majority of the participants completed the study in the first semester. 
Of the fifty-three women who completed the study in November, only 12 completed the 
one-month follow-up. This was a disappointing and discouraging circumstance. Attempts 
were not made to have the women complete follow-up data when school resumed in 
January, as time comparisons would be inconsistent (comparing one-month with two
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month etc) and this would have delayed the start of the remaining two intervention 
groups. However, there was a much better turnout in the spring semester. Of the 22 
women who completed the study in March 2004, 17 completed the one-month follow-up.
An important aspect to note about both prevention programs was that they both 
appeared to be well received by the participants, and in the dissonance intervention, level 
of discussion and interaction was pleasing and more than adequate to keep the group 
discussions flowing. Women in the psychoeducation group asked good questions and 
seemed interested in the information that was being provided. All women completed their 
assignments and participated in the group discussion when required. Three women wrote 
positive comments about the intervention on the back of their questionnaire packet at 
termination, stating that the programs had been helpful and enjoyable. Thus, the reception 
of the programs suggests that the women were not deterred from attending sessions due 
to adverse or negative experiences from attending the groups. Rather, it provides some 
support for the author’s explanation that timing and scheduling was a mitigating factor.
Previous researchers at this same university have also acknowledged difficulty at 
recruiting participants to additional phases of research for similar reasons, in particular, 
participants had obtained all the extra credits needed to complete their coursework 
(Ferraro, Wonderlich, & Johnson, 1997). A majority of studies demonstrating successful 
retention of participants at follow-up were school based, which does not present the same 
difficulties when working with a college population, as all participants cannot be 
accessed in one classroom at one time. Stice et al. (2000; 2001; 2003) experienced 
attrition rates of about 10% through the duration of their studies, which is considerably 
more successful. However, they were able to pay their participants substantially more
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money to participate in the interventions, which may have been an important factor in 
subject retention through follow-up. Mann et al., (1997) also admitted to difficulty in 
reaching participants at follow-up, as they had initially recruited freshman during dorm 
meetings, and had resident assistants seek out those who did not attend to fill out the 
surveys. For their subsequent assessments, Mann et al. found that dorm-meeting 
attendance declined over the semester, and thus they resorted to seeking out participants 
during a required freshman class, where the professors allowed the class to be interrupted 
for 20 minutes for participants to complete the surveys. Even with these concerted 
efforts, Mann et al had an attrition rate of about 35%. Perhaps with paying participants 
more money for the follow-up, or with more drastic efforts to recruit (going into 
classrooms) better retention may have been achieved.
Despite this disappointing follow-up turnout, there were still some promising 
trends that appeared in the follow-up data with the twenty-nine women. For eating 
pathology, overall, the gains maintained to the one month-follow-up. The dissonance 
group appeared to have maintained gains and improved slightly by follow-up, whereas 
the psychoeducational intervention did not show maintenance gains, and instead, levels 
returned to what they had been at baseline. Examining body dissatisfaction scores on the 
SDBPS, overall gains dipped slightly, but still showed improvement at one-month 
follow-up. For the dissonance group, gains were not maintained, but still retained some 
improvement. For the psychoeducation group, they interestingly improved substantially 
at follow-up compared to termination. On the BES, follow-up results were statistically 
significant, and showed strong maintenance gains over time for both groups.
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Examining negative affect also demonstrated significant gains maintained through 
one-month follow-up, which not only maintained, but also continued to decrease through 
follow-up, for both conditions. Thin ideal internalization also demonstrated maintenance 
gains overall, and particularly for the dissonance group. Levels increased slightly in the 
psychoeducation intervention. Finally, examining dieting overall as well as for both 
conditions separately, it was revealed that gains were not maintained, and crept back up 
to near baseline levels following termination. Thus, it appeared that encouraging trends 
emerged from this small sample of data for negative affect, body dissatisfaction, eating 
pathology and thin ideal internalization.
Predicting Outcome in Prevention Programs 
Several of the hypotheses generated for the current investigation involving 
predicting outcome in the eating disorder prevention programs were not supported.
Firstly, perceived level of social support and emotional expressiveness came up 
negligible as predictors of outcome on any of the dependent variables. This was 
surprising considering recent research that has concluded that anorexic women report 
higher levels of anger suppression (Geller, Cockell, & Goldner, 2000), and that anger 
suppression is characteristic of patients who use bulimic behaviors as well (Waller, 
Babbs, Milligan, Meyer, Ohanian, & Leung, 2003). This study failed to replicate Hayaki 
et al., 2002, who concluded that lower levels of emotional expressiveness were correlated 
with greater levels of body dissatisfaction. It was also surprising that social support was 
not a predictor of outcome on any of the dependent variables, in contrast to Stice and 
Whitenton’s (2002) findings that deficits in perceived social support predicted increased 
body dissatisfaction. In addition, current tobacco use did not predict outcome on any of
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the variables. This was also surprising, since research has demonstrated links between 
smoking and eating disorders (Welch & Fairbum, 1998). However, Psujek et al., (2004), 
in an attempt to predict severity of smoking in college students, found that poor body 
image was not predictive of smoking behaviors. These findings need further replication, 
particularly since such a small portion of the sample (12%) endorsed current tobacco use. 
Nonetheless, these findings suggest that perceived social support, emotional 
expressiveness levels, and tobacco use were not predictive of outcome for thin ideal 
internalization, body dissatisfaction, dieting, negative affect, or eating pathology in these 
prevention programs.
However, this investigation revealed that anxiety levels were predictive of both 
body dissatisfaction scores and also dieting behaviors. This finding was consistent with 
previous research that has noted elevated levels of anxiety are related to a decreased 
ability to engage in treatment programs (Goodwin & Fitzgibbon, 2002). Thus, the 
hypothesis that anxiety levels would predict outcome was supported. It was logical that 
women who displayed lower levels of anxiety showed greater improvement on body 
satisfaction and dieting as being less anxious compared to the other women may have 
allowed them to participate more in the group discussions, or engage themselves more in 
the tasks required, leading to more success with program goals. They may have felt more 
comfortable in the social setting, allowing for improved processing of information 
(Goodwin & Fitzgibbon, 2002). Previous research has also demonstrated that lower 
baseline anxiety levels were predictive of recovery in a sample of depressed adolescents 
in a cognitive behavioral psychoeducational intervention (Clarke et al., 1992), lending 
support for this interpretation. Further, as hypothesized, family conflict came up as a
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predictor of outcome for dieting, being that women who reported less conflict at home 
and greater openness showed more improvement in dieting behaviors. To the principle 
investigator’s knowledge, this was the first study to delineate that positive family 
expression of emotion and low conflict is predictive of greater prevention outcomes 
related to eating disordered behaviors.
Depression scores also served as predictive of body dissatisfaction, however, not 
as hypothesized. Greater scores on the depression measure (BDI-II) were predictive of 
greater improvements in body dissatisfaction. It was expected that women with lower 
depression scores would fare better, thus this result seemed contradictory. However, 
when examining the distribution of BDI-II scores, 80% of the participants had a score 
less than 13, with a mean = 8.71, (SD = 7.75), which is considered to be demonstrative of 
little to mild symptoms of depression according to the BDI-II Manual (Beck et al., 1996). 
Thus, these data seem to be indicating that slight depressive symptoms were predictive of 
improvements in body dissatisfaction. This could be understood, as potentially these 
women may be more likely to engage in the program and in efforts to improve their 
symptoms compared to those women who exhibit no depressive symptoms. Yet, their 
depressive symptomology is not severe enough to impair them from participating and 
feeling motivated to attend sessions and be involved in the intervention.
Despite these positive predictive findings for conflict, anxiety and depression, it 
was unexpected that these predictors predicted so few of the outcomes in thin ideal 
internalization, body dissatisfaction, dieting, negative affect, and eating pathology. 
However, as with the case in the eating disorder field, there are so many hypothesized 
risk factors and etiological causes that choosing a set of successful predictors may be an
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incredulous task, particularly for a small sample size. Had initial levels of the predictors 
reached levels determined for clinical pathology, there might have been more significant 
predictive findings. Perhaps investigating predictors with a larger scale sample, 
exhibiting clinical levels of symptoms may be more informative and a possibility for 
future research.
Exploratory simple bivariate correlations examining the different scales on the 
MSPSS (Friends, Family and Significant Other) yielded two interesting results. First, 
scores on the Friends subscale indicated that perceived social support from friends was 
negatively correlated with improvements in dieting at termination. This corresponds to 
women who perceived that they had a strong support network of friends were able to 
achieve have greater reductions in their dieting behaviors. This could be understood, as 
women who feel accepted with their peers and feel they can share problems and receive 
help from friends may be less likely to diet and engage in restrictive weight control 
practices. Second, women who perceived less social support from a partner showed 
positive correlations with improvements in negative affect. Perhaps these women overall 
had strong support networks in other areas of their lives that less perceived support from 
a significant other would not impact their negative affect levels. Nonetheless, this was an 
unexpected finding. Limited research has investigated these areas of social support 
networks related to eating disturbances, and this area deserves further attention in the 
literature.
Limitations
The various limitations of this investigation are important to bear in mind while 
interpreting these findings. First, this was a very homogenous sample, consisting of
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predominantly Caucasian, undergraduate females of similar age. As such, this sample’s 
relevance to older or younger individuals, those from diverse racial and cultural 
backgrounds, and/or less educated individuals is unknown. Thus, generalizability of this 
sample to other samples is limited by these demographic characteristics. However, of the 
prevention programs that provided information about the racial diversity of their samples, 
it appears that eating disorder prevention programs are effective in racially diverse 
samples (Killen et al., 1993; McVey & Davis, 2002; Stice et al., 2000; 2001; 2003). For 
instance, Killen et al, (1993) had a sample that was 40% Caucasian, 22% Hispanic, and 
20% Asian, with Blacks, Native Americans, and other groups making up the rest.
Second, there was no formal training of the facilitators who conducted the 
interventions. Although all facilitators were graduate students in psychology, the 
instruction they received on conducting the interventions from the principle investigator 
is not the same as having Stice provide the instruction. This may have created slight 
variability in the way Stice intended the intervention to be delivered. In addition to this, 
the facilitators who conducted the group sessions were also the individuals who handed 
out the questionnaire packets to the participants. It is possible that the women’s responses 
may have reflected their desire to please their facilitator, and respond in a way that would 
be more compliant with the goals of the study.
Third, there was a heavy reliance on self-report questionnaires to determine 
eligibility and outcome of the interventions, and it should be noted that conclusions are 
limited due to the imperfections of such measures. However, the whole body of 
prevention literature relies heavily on self-report measures, and as such, also falls victim 
to this limitation (Stice & Shaw, 2004). An alternative to this for future research would
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be to use validated structured interviews to allow for more accuracy and confidence in 
reporting findings.
Fourth, there was no measurement-only or wait-list control group used in this 
investigation. Thus, regression to the mean is a potential limitation in these findings. 
Since this was a sample with elevated scores on thin ideal internalization, there scores 
may have been higher than the normal population on other variables as well. Thus it 
would seem natural that over time, their scores would be expected to decrease and move 
toward the population mean. This explanation was also put forth by Stice et al., 2001, in 
their investigation of the dissonance based intervention. However, they refuted this 
possibility by citing other studies that have used high risk populations (Franko, 1998; 
Santonastoso et al., 1999) that did not show significant decreases in eating pathology in 
either the intervention or the control group, thus suggesting this is an unlikely 
explanation. Also studies that have used assessment only control groups have provided 
no evidence for the passage of time or regression to the mean (Mann et al., 1997; Martz 
& Bazzini, 1999). Also, evidence cited in the beginning of this manuscript, illustrating 
many prevention programs that did not find behavior change in their interventions or 
control groups argues against a regression to the mean interpretation here. It seems much 
more conceivable that instead, both intervention programs worked to successfully 
decrease such behaviors and attitudes.
Finally, follow-up data was difficult to obtain, and thus, no definitive conclusions 
can be drawn about the persistence of the intervention effects from this investigation. 
Ideally, follow-up data for longer periods of time (e.g. 1 month, 3 month and 6 month) 
would allow for more definite conclusions. More incentives for the women (i.e. more
86
ed with permission of the copyright owner. Further reproduction prohibited without permission.
money for reimbursement) may have increased follow-up retention or perhaps more 
persistent methods, such as seeking out their psychology professors and asking the 
women at the end of class to complete the follow-up questionnaires. It would have been 
ideal to provide all the credit at the one-month follow-up, as then women would have 
needed to attend the follow-up to receive their credit. This may be an option for future 
researchers to keep in mind, however, for this study, was not possible.
Conclusions
This study set out to determine if a dissonance based intervention would 
outperform a psychoeducational intervention of identical duration. Findings concluded 
that at posttest, both interventions were successful at decreasing thin ideal internalization, 
body dissatisfaction, negative affect, and eating pathology in a sample of high-risk 
college-aged women. These findings lend support to the conclusions by Stice and Shaw 
(2004) that prevention programs fare better when delivered to women aged 15 and over, 
and when delivered to a targeted population. In addition, these findings contradict 
previous research that showed strictly psychoeducational interventions to be ineffective at 
producing behavior change (Killen et al., 1993; Martz & Bazzini, 1999; Moskowitz, 
1989), or that they may create iatrogenic effects (Carter et al., 1997; Mann et al., 1997).
Although it may be realistic to expect that these brief, 3-session interventions can 
stimulate new thinking about body image and shape and weight attitudes and behaviors, it 
may not be realistic to expect substantial and long term changes in body image attitudes, 
given the cultural milieu that currently surrounds young men and women. Just as quickly 
as body satisfaction can increase, it can likely decrease in the same vein. For instance, 
Cameron & Ferraro (2004) found that college women with elevated body dissatisfaction
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levels demonstrated even further decreases in body satisfaction after onhly a 15-minute 
exposure to fitness and health magazines. It may thus be more important to focus 
prevention on repeating messages and delivering information more frequently to women, 
to counteract the cultural and societal messages. Psychoeducation may be ideal to 
incorporate onto websites that individuals struggling with eating problems might access. 
Murphey, Frost, Webster, and Schmidt (2004) suggest that due to the shame and secrecy 
of eating disordered behavior, the Internet may be a key source of information for many 
sufferers. In addition, it may be more productive for the future of eating disorder 
prevention research to focus more on the elements that underlie successful programs, 
such as the targeted population (Baranowski & Hetherington, 2001; Killen et al., 1993; 
Mann et al., 1997; Stewart et al., 2001; Stice & Shaw, 2004; Zabinski et al., 2001) older 
age groups (Baranowski & Hetherington, 2001; Stice & Shaw, 2004), and the intensity of 
the intervention (one session versus multi-session) (Martz & Bazzini, 1999; Stice &
Shaw, 2004) in order to establish empirical validity for these programs. These two 
interventions had very different foci, with the dissonance intervention focusing on 
process and the psychoeducation intervention focusing on content. Despite these vastly 
different approaches, they both yielded similar results. This study suggests that both these 
types of programs are effective, and provides some support for the generalizability of 
Stice et al’s (2000; 2001; 2003) cognitive dissonance intervention to be used with 
different populations of college students in different geographical locations. With 
continued research, hopefully empirical validity for such programs like this dissonance 
intervention or standard psychoeducational programs can be established, with the 
ultimate goal of decreasing the overall prevalence of eating disorders. Future research
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also might consider combined gender groups, as women might benefit from hearing from 
men who also struggle with weight or body image concerns. O’Dea and Abraham (2000) 
found that their prevention program was beneficial to both men and women students.
Good improvements at termination and promising follow-up trends from this 
investigation indicated that both the dissonance intervention and psychoeducational 
intervention were effective at producing significant behavior change and reducing several 
risk factors, and this is an important step in prevention of eating disorders. Although there 
is still much to leam in this field of eating disorder prevention program development, the 
two interventions used in this research are cost-efficient and widely disseminable in a 
university setting. This study illustrates that at least for the short term, eating disorder 
prevention programming is not a waste of time. Making these programs readily available 
and encouraging colleges to implement such programs should be the next important step, 
as they have the potential to reduce the subclinical/clinical eating disordered symptoms in 
at risk college populations.
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Appendix A
Dissonance Intervention Script
Have all women fill out questionnaire packet before beginning the session.
Session 1:
Introduction (10 minutes)
Leader: Thanks for joining us. All of you are probably here because body image concerns 
are important to you -  and this is an issue very common among girls/women.
Introduce self and co-facilitator.
This intervention is based on a study performed at Stanford University in Stanford, 
California, suggesting that a focus group where women discussed the thin-ideal and how 
individuals can resist pressures to be ultra-thin produced marked improvements in body 
acceptance. This is likely because understanding the cultural pressures that contribute to 
body image and how to respond to them can help us feel better about ourselves.
Although these initial results were promising, this program has not been evaluated with 
other researchers. Our goal is to test it out here, with new researchers and a different 
geographical location.
Let’s get to know eachother better. Can each of you tell us your name, where you’re 
from, and something unique about you? Facilitator starts (try to learn people’s names).
Voluntary commitment and overview (5 minutes)
Leader: The idea behind this intervention is that discussing the social pressures behind 
body dissatisfaction and how to respond to them will improve your body satisfaction. Are 
you willing to give this a try? Get public commitment.
During the three sessions we will:
1) Define the thin ideal and explore it’s origin
2) Examine the costs associated with pursuit of this ideal.
3) Explore way in which we can resist pressures to be thin
4) Discuss how to challenge our personal body-related concerns
5) Talk about how we can best respond to future pressures to be thin
Experience indicates that people get the most out of these groups if they attend all three 
meetings, participate verbally, and complete all of the between meeting exercises. Can 
you commit to this? Get public commitment.
We would also like to ask that everything that is said in these groups stays confidential.
(Sign agreement).
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Definition and origin of thin ideal (20 minutes)
First, lets get a better understanding of the thin ideal.
Pose questions to the group and promote participation and collaboration on their 
responses. Promoting discussion is key -  let the students talk.
Q: What are we told that the “perfect woman “ looks like?
(ie thin and attractive; have a perfect body; look like a super model)
We call this “look” -  this thin, toned, busty woman the “thin ideal”
Q: Has this “thin ideal” always been the gold standard for feminine attractiveness?
(no, differs with differing times)
Q: Where did this ideal come ffom/what are the origins of the thin ideal?
(i.e. media, fashion industry, music industry, diet/weight loss industry)
Q: How is the thin ideal perpetuated?
(i.e. media, television, magazines, diet/weight loss industry)
Q: Impact messages from family? Peers? Dating partners? Media?
(discuss participants personal experiences in these areas and the impact of their feelings 
and self-worth)
Q: What does our culture tell us will happen if we look like the thin ideal?
(we will be accepted, loved, happy, successful, wealth)
Q: Are the expected benefits of achieving the thin- ideal realistic?
(no, likely will have little impact)
Q: Who benefits from the thin ideal?
(i.e. diet industry, media, fashion industry)
Q: What is so ideal about the thin ideal?
(i.e. nothing -participant should acknowledge that it is not ideal)
Costs associated with pursuing the thin ideal (20 minutes)
We’ve discussed the thin ideal and where it comes from -  now let’s think about the costs 
involved with this ideal. Get participation from group.
Q: What are the costs of pursuing the thin-ideal at an individual level?
(i.e. Decreased self-worth; expensive; physically and mentally exhausting)
Q: What are the effects on self-esteem?
(negative/low self-esteem, feeling bad about body self)
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Q: How does the thin ideal influence people’s health?
(i.e. often negatively, encourages healthy weight management techniques)
Q: What are the costs at the societal level?
(i .e. promotes unrealistic and unhealthy attitudes, increased health care costs
Q: Does anyone benefit from society’s pursuit of the thin ideal?
(i.e. media, diet industry, fashion industry)
Q: Given the costs and benefits, does it make sense to pursue the thin ideal?
(no)
Make sure you get each participant to make a public statement against the thin ideal at 
this stage (and anywhere else possible).
Homework (2 minutes)
Are you willing to write a 1-page essay about the costs associated with pursuing the thin 
ideal? You can hand write or type it, but should be at least one page long. Please discuss 
the arguments -no lists. Feel free to work with a friend or family member in generating 
ideas. It is important that you bring this to our next meeting so we can discuss your 
responses and feelings about this assignment.
Hand out Essay Form (exercise #1)
Second, please stand in front of a mirror and look at yourself and WRITE DOWN all 
your positive qualities. This includes physical, emotional, intellectual, and social 
qualities. It may be difficult at first and may seem silly, but stick with it because it is 
important to recognize each of these areas. Past participants have found this exercise to 
be very useful and empowering. Please bring your list of positive qualities next week as 
well?
Hand out Self-Affirmation Form (exercise 2)
Remind them they need to attend all sessions to get credit or money. Attendance is very 
important. Get email addresses and phone numbers so that they can be reminded for next 
week.
Thanks again for coming tonight. We are looking forward to seeing you next week.
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Session 2:
In this session, we will further discuss the COSTS of pursuing the thin ideal and 
exploreways in which we can RESIST pressures to be thin.
Essay Exercise Debriefing (20 minutes)
Last week we asked if you would be willing to write a 1-page essay about the costs 
associated with pursuing the thin ideal. Lets start with your thoughts about this exercise.
Did you find this exercise difficult?
What were your feelings as you wrote the statements?
Are people willing to read their statements? Have each participant read their statement 
out loud to the group. Encourage group discussion.
Were there any additional costs to pursuing the thin ideal that you thought of that have 
not been mentioned?
Collect essays.
Self Affirmation Exercise and Debriefing (10 minutes)
How did people feel when they did the self-affirmation exercise?
Was it challenging?
Why do we have this culture of shame/humbleness about ourselves?
In the end, did you feel it was useful?
What are some aspects of yourself that you are satisfied with?
Hopefully, you recognize the positive aspects of yourselves and I encourage you to 
remember them, particularly as the pressure of the thin ideal surrounds you. Given that 
these are potent pressures -  let’s begin to discuss ways to resist them.
Role Plays to dissuade the pursuit of the thin ideal (25 minutes)
Leaders take the role of either a severe dieter or eating disordered individual for each 
participant. Let each participant spend 3 minutes attempting to dissuade the character 
from pursuing the thin ideal. Attempt to parrot back any pro thin ideal comments made 
by participants. For example, one might challenge an anorexic by commenting how ill 
she looks or challenging a dieter by citing evidence that crash diets are only detrimental 
to her health and her weight loss goals.
Now I would like to do some role-plays. I will play a character that is obsessed with 
pursuing the thin ideal and your job will be to convince me that I should not pursue the 
thin ideal. Feel free to use any of the information brought up in our earlier discussion. 
Select each group member to participate. Sample statement for leaders appear below.
’’Swimsuit season is just around the comer and so I think I will start skipping breakfasts 
to take off some of the extra weigh....”
“An anorexic says, I am sure that people will accept me and love me if I only lose a little 
more weight...”
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“I just saw an ad for this new weight loss pill, I’m going to order it right away. I can 
finally be as thin as I want. “
“An anorexic says to her friend, I can’t meet you for dinner tonight because I have to go 
spend a few hours at the gym. I only went two hours yesterday....
“I feel a little dizzy lately, which may be from these diet pills I’m on, but I don’t care 
because I have already lost 10 pounds...
“Most people have weak will power and give in to hunger - 1 will show people how 
much self-control I have by not eating anything but bagels...”
“To be the best gymnast, I have to down to my lightest weight. I am only doing this for 
my health -  this will help me avoid injuries..
Homework (3 minutes)
The first homework assignment is to provide examples from your real life concerning 
pressures to be thin that you have encountered and then come up with verbal challenges. 
For example, perhaps a boyfriend said that he thought the ideal dress size was a 2. How 
could you respond to indicate that you do not agree with the ultra thin ideal? Please 
generate at least 3 such examples from your life.
Hand out Verbal Challenge Form (exercise #3)
The second homework exercise is to generate a top-10 list of things, girls/women can do 
to resist the thin ideal. What can you avoid, do, say, or learn to battle this pervasive 
beauty ideal? Please write your top 10 list down and bring it to the next group.
Hand out Top-10 List Form (exercise #4).
Conclusion (2 minutes)
Next meeting, we will further discuss resisting the thin ideal, how to challenge our 
personal body related concerns, and how we can best respond to future pressures to be 
thin.
Does anyone have any questions before we leave today?
Remind them again about the importance of attendance and doing homework for next 
week.
Thanks again for coming tonight. We are looking forward to seeing you next week.
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Session 3:
Overview
This session we will further discuss resisting the thin ideal, how to challenge our personal 
body related concerns, and how we can best respond to future pressures to be thin.
Verbal Challenge Exercise Debriefing (10 minutes)
The first homework assignment asked you to provide examples from your life concerning 
pressure to be thin and to generate how you might challenge these pressures verbally.
Can you share one example with the group?
Role Play making counter thin ideal statements (15 minutes)
Now, we will do another role-playing exercise, similar to the ones we have done before. I 
want you to challenge my “thin ideal” statements.
Role play using counter thin ideal statements to resist pressure from peers. Ask each 
student to do two counter thin ideal statements that leaders generate. Sample statements. 
Wow, summer is right around the comer. I am going to have to start skipping lunch to 
lose my winter fat.
Look at that fatso over there!
Lindsay has really gained weight over the holidays.
I am thinking of going on a diet. Do you want to also?
Don’t you think that new student is a cow?
I would never be friends with someone that heavy.
My brother says I look fat. What do you think?
Don’t you think Cindy Crawford is a little too heavy?
If I don’t lose some weight, I may be dropped from the diving team.
I hate my body so much, I wish I could just wake up in a different one.
You know, if you just stopped eating cheese, you would lose enough weight to look 
attractive.
What are some of the difficulties in resisting the thin ideal, and how can we deal with 
them?
What are some future pressures that you are likely to face? How do you plan on 
responding to them? Easier to generate responses ahead of time.
What were the aspects of this class you liked? What benefits have you noticed for 
yourself?
As we come to the end of our sessions, it may be helpful to share some of the things you 
liked about group and things you didn’t like. Your input is valuable for further 
improvements in this program.
Have the participants share as much as they are comfortable with . Lead the discussion 
into ways that they can behaviorally challenge body related issues.
As we talk about aspects of group that have helped you, it sounds like you could benefit 
from challenging yourself regarding some of your body-related fears and concerns.
What are the particular body related issues that make you uncomfortable? (ie wearing 
certain clothes, going specific places, etc).
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Would you be willing to do a behavioral experiment to help you feel better about your 
bodies? We would like to challenge each of you to do something that you currently do 
not do because of body image concerns to increase your confidence. For example, 
wearing shorts to school, going to a pool in a swimsuit! Can you commit to do this in the 
next week? Consider this an exit exercise. We would like each of you to do this 
behavioral challenge exercise.
Hopefully you will continue to challenge yourselves and your body image concerns in the 
future in a similar way.
Top 10 List Debriefing (10 minutes)
The second homework assignment asked you to list 10 things that girls/women could do 
to resist the thin ideal -  what you can avoid, do, or leam to combat this social pressure. 
This might be referred to as body activism.
Can each of you share a few of the items on your list?
Are there specific barriers to engaging in this activism? How can we overcome them? 
Would you be willing to do at least one of the activism behaviors and email us and tell us 
how it went? Consider this a second exercise?
Exit homework
Again we would like you to do the behavioral experiment relating to your personal body 
image concerns, and engage in one act of body activism.
Thank you very much for participating in this group. I have been very impressed with 
your thoughtful comments and participation.
Have all participants fill out termination questionnaire packet. Get 
addresses/emails/numbers for where they will be in one month.
Once again, thanks again for participating in this group. We will be contacting you in 
once month to complete the follow-up assessment.
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Appendix B
Psychoeducational Group Script
Have all women fill out questionnaire packet before beginning the session.
Session 1:
Introduction (5 minutes)
Leader: Thanks for joining us. All of you are probably here because body image concerns 
are important to you -  and this is an issue very common among girls/women.
Introduce self and co-facilitator.
Leader: Many women struggle with weight related issues because of an incomplete 
knowledge of the negative consequences, and inadequate information about nutrition and 
healthy weight practices.
Overview (15 minutes)
Lets begin with a discussion of what eating disorders are.
The most common eating disorders are Anorexia Nervosa, Bulimia Nervosa, and Binge 
Eating Disorder.
Anorexia: (ask group what they know about this disorder; then put overhead up) 
Prevalence for AN is 1-7 % in the college population.
Characterized by:
■ Refusal to maintain a normal body weight (weight is less than 85% of expected)
■ Intense fear of gaining weight or becoming fat
■ Disturbance in experience of body shape and weight
■ Amenorrhea
■ Can be restricting or binge/purge subtype
■ Prevalence for Bulimia is 3-12% in the college population
■ Characterized by:
■ Recurrent episodes of binge eating, Recurrent inappropriate compensatory 
behavior in order to prevent weight gain, such as self-induced vomiting, misuse of 
laxatives, diuretics, enemas, or other medications, fasting, or compulsive, 
excessive exercise
■ The binge eating and compensatory behaviors occur, on average, at least twice a 
week, for 3 months
■ Self-evaluation is unduly influenced by shape and weight
■ The disturbance does not occur exclusively during episodes of AN
■ Can be purging or non purging type
(Hand out string for exercise. Ask women to hold up the string in the air and pinch it to 
show how wide they think their hips are across [not all the way around]. Them have them 
hold it up against their hips to see if they are accurate). Ask: How many of you over
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estimated the size of your hips? Then you exhibit one of the criteria for AN and BN, that 
is distortion of body shape.
Prevalence of Binge Eating Disorder is 4-6% of the general population
Characterized by:
1) Recurrent episodes of binge eating, characterized by 1) eating, in a discrete period 
of time, a large amount of food; 2) a sense of lack of control over eating during 
the episode
2) The binge eating episodes are associated with three (or more) of the following -
1) eating much more rapidly than normal; 2) eating until feeling uncomfortably 
full; 3) eating large amounts of food when not feeling physically hungry; 4) eating 
alone because of being embarrassed by how much one is eating; 5) feeling 
disgusted with oneself, depressed, or very guilty after overeating
3) Marked distress regarding binge eating is present.
4) The binge eating occurs, on average, at least 2 days a week for 6 months.
Negative Consequences and Health Concerns of Eating Disorders 
Many of us are unaware of what having an eating disorder can do to our bodies. Often 
times, the damages cannot be repaired when someone gets better or has fully recovered. 
Hence, detecting and treating ED early is of prime concern to avoid and prevent many of 
these consequences.
Effects caused by severe dieting include:
■ Slowed metabolism
* Emaciated appearance
■ Dry, sometimes yellowish skin
■ Blood pressure changes -  when falls too much, fainting and black outs result
■ Decreased heart rate and body temperature -  inability to withstand the cold
■ Decrease in bone density and severe bone loss
■ Shrinkage of brain tissue
■ Fluid and electrolyte problems, gastrointestinal cardiac, and menstrual 
complications -  depletes potassium, chloride, and sodium, and w/o these, nerve 
impulses cannot be sent through the body and can lead to organ failure and 
sudden death
■ Drowsiness and lethargy
■ Swelling in lower extremities
■ Dehydration -which causes excessive thirst and constipation
■ Reduced muscle mass
■ Hair loss
■ Lanugo -  growth of fine body hair
■ Decreased interest in sexuality and onset of amenorrhea
* Kidney disturbance
* Cerebral atrophy and other neurological abnormalities
■ Dizziness, lightheadedness
■ Inability to concentrate
Interestingly, those with bulimia often appear “healthy” and are not necessarily thin. 
Throwing up food and using laxatives does not purge the body of all the calories that are
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taken in. In fact, laxatives do nothing. Purging may rid the body of about 30% of the total 
caloric intake, but mostly relief is felt from fluid loss.
Effects of engaging in purging include:
■ Abdominal pain
■ Spontaneous regurgitation of food
■ Gastric dilation (enlargement of the stomach from binging)
■ Erosion of dental enamel
■ Finger clubbing or swelling (from chronic laxative use)
■ Dehydration
■ Fluid and electrolyte problems, gastrointestinal cardiac, and menstrual 
complications -  depletes potassium, chloride, and sodium, and w/o these, nerve 
impulses cannot be sent through the body and can lead to organ failure and 
sudden death
■ Nerve damage
■ Bruised or callused knuckles and fingers
■ Sore throat, swollen glands
■ Dizziness; lightheadedness
Risk Factors (20 minutes)
New overhead (What are the proposed risk factors for eating disorders)
Ask the group -  What are some risk factors for eating disorders? What causes eating 
disorders? Foster some discussion within the group.
Eating disorders are multidetermined; cultural, individual, and family factors all influence 
their development.
1) Pressure to be thin (media, fashion, etc); Sociocultural expectations of thinness Show a 
picture of Pamela Anderson Lee) Ask women what this picture reminds them of from 
their childhood? (Barbie doll) For the average woman to resemble Barbie, she would 
have to grow 2 feet, add 5 inches to her chest, and lose 6 inches from her waist. This 
shape is biologically impossible for most women to obtain. Foster some discussion as to 
how cultural ideals have changed over time and gotten thinner and thinner.
2) Thin ideal internalization -  how much we as individuals buy into the thin ideal 
Dysfunctional Eating Patterns -  if one’s eating is irregular, chaotic, characterized by over 
eating or under eating, skips meals, fasts, binges or diets -  it is much easier for the 
normal controls of hunger and satiety to get muddled.
3) Emotional disturbance -Feeling depressed or down is thought to lead to low feelings 
of self worth, which may prompt individuals to focus on their bodies and engage in 
compensatory activities. Also, one may engage in binge eating or not eating at all to 
relieve depressed feelings. Many individuals eat for reasons other than nourishment -  
such as to seek comfort, relieve stress, anxiety, anger, sadness, lonliness or boredom.
4) Teasing
5) Developmental factors -  physically and emotional changes become too stressful; early 
development making one different from their peers; beginning to date and engage in 
intimate relationships; striving for independence; graduation, or moving away to college;
6) Genetic factors -  AN and BN have a heritability factor of 50-80%, meaning that some 
individuals have an inherited predisposition to develop an eating disorder. This may help
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explain why some women can diet and not develop an eating disorder, and why some 
women cannot.
7) Personality variables -  two strong predictors of AN are perfectionism and anxiety. AN 
tend to have a preference for routine and orderliness, and be emotionally reserved. ED 
individuals tend to have overwhelming drives -  and demonstrate many obsessive 
compulsive behaviors.
8) Family factors -  family stress (such as divorce, abuse, job loss) can all contribute to 
one’s vulnerability in developing an eating disorder. Those who are not used to or unable 
to handle stress appropriately may attempt to gain control in their lives by controlling 
their physical appearance and their weight.
9) Modeling -  by peers, family members of dieting, weight and shape concern, and eating 
disordered behavior can lead one to engage in the behavior themselves
10) Low body satisfaction -  this could be caused by many things, low self-esteem, low 
social supports, low confidence, culture, etc. (Give out FRS as an exercise. Ask 
participants to circle their current figure and their ideal figure). Ask how many of them 
circled the same figure for both.) If you did not circle the same figure, this is evidence 
that you are experiencing some level of body image dissatisfaction. This, although 
common, is a risk factor for developing some kind of eating pathology).
Treatment Options for Eating Disordered Patients (10 minutes) (put up overhead stating 9 
goals for treatment)
There are 4 types of primary care available for someone with an eating disorder who is 
seeking treatment.
Inpatient treatment -  treatment in a hospital will be recommended for those requiring 24- 
hour medical attention because of medical problems caused by starvation and other eating 
disorder symptoms.
Intensive day or partial hospitalization treatment -  this type of program is designed to 
provide support, education, nutritional and medical monitoring during the troublesome 
times of the day for patients, and structured meals and groups until they go home at night 
Outpatient treatment -  Majority of patients are treated this way. It can involve meeting 
with a dietician, physician, a psychiatrist, or a psychologist. This can take the form of 
nutritional counseling, psychotherapy, or medications.
Residential care -  For more serious cases, offers longer, therapeutic support 
A note about psychotherapeutic options: Currently, there are two treatments for BN and 
BED that have shown much success, CBT and IPT. Both involve working with a 
therapist, either individually or with a group. CBT involves monitoring food intake, and 
doing a number of cognitive and behavioral exercises. EPT involves focusing on 
interpersonal aspects related to problem areas in the patients life.
Ultimately, with treatment, about 50% of ED patients fully recover. It usually takes a 
long time, and often involves many setbacks, but these disorders can be overcome.
(Hand out case study for treatment example). Read this with the group and ask for 
comments.
Determining a Healthy Body Weight (15 minutes)
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Now we are going to turn our discussion over to the topic of healthy weight maintenance 
and this will help us set up our discussion for next week.
Anyone know what a “set point” is? (Ask group this question and wait for response)
Set point theory generally states that body weight resists change. Weight appears to be 
physiologically regulated around a “set point” or a weight that one’s body tries to defend. 
Significant deviations from this weight result in a myriad of physiological compensations 
aimed at returning the organism to that set point.
The principle of physiological regulation accounts for the remarkable stability of the 
organism in spite of wide variations in the external environment. It applies to the 
regulation of such conditions as heart rate, respiration rate, blood pressure, body 
temperature, blood glucose levels, and a host of other biological systems. The control of 
these biological conditions is not absolute; rather they are maintained within particular 
limited range and at characteristic levels. These average levels may be affected by 
environmental factors, daily, monthly, and seasonal cycles, gender, and stages of the life 
cycle. The body resists both weight loss and weight gain according to this principle.
To determine your own healthy body weight, one should not use weight tables. “Healthy 
body weights naturally vary in the population and must be determined on the basis of 
one’s weight history and likely genetic background.
The most desirable approach to determining the best weight for you is to eliminate 
restrictive dieting and/or binge eating, engage in moderate exercise, and allow one’s body 
to find it’s own natural weight. It is also helpful to establish a realistic body weight that is 
a range of about 5 pounds. Ask question (how many of you weigh yourselves every day?) 
It is important to know that weight often varies daily as a result of fluctuations in the 
water balance and digestive tract, as well, is influenced by a woman’s stage in the 
menstrual cycle and keep this in mind.
Another method to establishing a healthy body weight is to calculate your BMI (Body 
Mass Index) Put on overhead BMI instructions.
Your BMI is a ratio of weight to height that when calculated, produces a key number that 
indicates if a person is in a healthy weight range.
Homework (3 minutes)
Now we have a short homework assignment for everyone. I would like to ask if everyone 
could jot down on a paper what they think “body image” is, and how they would define 
their own body image. This can be a list or things, but please, bring your paper for next 
week as we will discuss. Also, we will be providing everyone with food records to write 
down the things you eat this week, just so that next week, when we discuss proper 
nutrition, you will have your past week available to you.
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Session 2:
Body Image Exercise (5-10 minutes)
Leader: So, we would like to revisit the exercise on body image. Is anyone willing to 
share what they came up with for what body image is? (Write down on board ideas). 
Anyone have other ideas that we have not come up with yet? How did it feel to do this 
exercise?
Leader: Body image involves our perception, imagination, emotions and physical 
sensations of and about our bodies. It is not static, but ever changing -  sensitive to 
changes in mood, environment, and physical experiences. It is psychological, and much 
more influenced by self esteem than by actual physical attractiveness as judged by others. 
It is not inborn, but learned.
Common Myths (15 minutes) (put on overhead as well)
1) Myth: Only women struggle with eating disorders.
This myth has led to the misdiagnosis of men struggling with eating disorders. In 
America, approx, one million men struggle with eating disorders, in part, b/c of the 
increased emphasis in the media for men to achieve the perfect physique.
2) Eating disorders are about food. If the person struggling with the eating disorder 
would just eat, it would go away.
Our culture places such an emphasis on body size that is stands to reason that the patient 
finds himself or herself struggling with the issue of body size and thoughts of food. While 
in treatment, the client learns how to look at the underlying issues and not focus on 
thoughs surrounding the size of their body. Recovery to an ED involves repairing the 
damage that has been done to all aspects of a person’s life. Eating normally is just one 
small part of the repair work.
3) Myth: Persons who have eating disorders are all slender.
Often, a person struggling with binge eating disorder or bulimia will have a normal 
physical appearance or may actually carry a bit more weight than they would if they were 
following a normal meal plan.
4) Myth: Everyone who is thin has an eating disorder.
This myth can be extremely frustrating for a person who has genetically inherited a more 
slender body type. If a person is truly struggling with an eating disorder, signs and 
symptoms, - other than just a thin body type -  will be present.
5) Myth: There is always something wrong in the family of the person with the 
eating disorder must come from a dysfunctional family.
This myth can be very painful for parents, especially mothers, who are often blamed for 
problems that their children experience. There is no proof that parents cause their 
children to develop eating disorders. Parents should be viewed as part of the solution -  
working along side their children to help them break free from the problem.
6) Myth: Persons who develop ED are weak-willed.
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This myth actually tends to be the opposite of what is commonly seen in people with 
eating disorders. Typically an individual with an ED will be very strong willed, 
competent and high achieving.
7) Myth: Recovering from an eating disorder is just like recovering from alcoholism. 
Unfortunately, in our society, many Americans struggle with alcoholism. It is common 
for a person struggling with an eating disorder to receive advice from someone 
recovering from alcoholism. Although such a conversation can be helpful in terms of 
sharing stories about tough struggles in life, the problem arises in receiving advice on 
how to recover. A person who recovers from alcoholism ultimately must stop drinking. 
They may stop going into establishments that serve alcohol and they may eliminate it 
from their home. A person struggling with an ED cannot stop eating. Food must remain 
in the home, and “re-leaming” how to eat in a healthy manner will be one of the many 
challenges.
8) Myth: When a person enters a treatment program, the problem goes away quickly. 
This myth is difficult for everyone involved. The person struggling feels guilty if they 
cannot fix it quickly and the family becomes frustrated b/c they assumed treatment would 
make the ED go away. Many clients say that the period of time following a 
hospitalization can be very difficult b/c people think they are “cured”. Typically, 
however, they are just beginning the recovery process. Recovery may take one to five 
years, and for some, it may be longer.
9) Myth: The only person needing support is the person diagnosed with the eating 
disorder.
This myth can again be problematic b/c often parents as well as other siblings need 
professional guidance. Assistance can be found by participating in family groups, reading 
books about the topic, and seeking support from friends and family.
Healthy Weight Control Practices (40 minutes)
Have the women take out their food records from the previous week so they can examine 
their eating habits.
Benefits of healthy eating. We all need a balance of 6 nutrient groups (water, 
carbohydrates, protein, fat, vitamins, and minerals) in order to:
■ Think clearly
■ Stay alert
■ Look and feel our best
■ Promote physical strength and endurance 
Key components of healthy eating include:
■ Eating normal portions
* Eating in response to hunger and learning to stop when full
■ The equivalent of at least three, non-dieting meals each day
■ No diet foods
■ No calorie counting
■ Eating some protein fat and carbohydrates each day
Ask the group what there feelings are on this particular quote on normal eating.
Building a good diet
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We all need to plan to have a well balanced nutritional program, especially when we are 
stressed and lead busy, on the go, lives. Food planning can be fun, and satisfying, keeping 
in mind the goal is to make your body feel good rather than miserable or deprived.
The Food Guide Pyramid: The food pyramid is meant for all healthy people from age 2 
and up. It offers practical advice to enjoy a diverse array of foods available. In its 5 food 
groups, the pyramid offers many foods that promote health. Chosen carefully, all foods 
can be a part of healthy eating. Remember, no food is good or bad. Following the 
pyramid’s advice, you will get all the nutrients and energy you need without too many 
calories and fat, cholesterol, or sugar. Go over this very briefly. Hand out sheets that 
outline nutrient value of common foods. Ask participants how many of them were able to 
satisfy the goals of this guide in the past week. What is most difficult for them to do? 
Some non-dieting guidelines to keep in mind:
■ Let hunger be your guide to when you eat and when you stop
■ Enjoy a variety of foods from all food groups
■ Select foods you’ll enjoy eating within the general framework of three meals a 
day, with some snacks
■ There’s nothing wrong with eating to celebrate, eating for comfort, or eating for 
fun
■ Don’t feel compelled to clean your plate -  or to have seconds- but on the other 
hand, don’t be afraid to have more when something is really delicious.
■ Pay attention to what you eat, and plan meals for nutritional value. But remember, 
what you may miss today you can balance over the week.
■ Be flexible in where, when and what you eat.
/ire all calories alike?
Carbs are mostly used for energy. Carbs should make up about 60 % of your total 
calories.
Protein in foods are used for energy, but the body also uses protein to make and maintain 
body tissue. It is also a key component of enzymes and hormones, among other bodily 
fluids. When the body takes in enough NRG from other sources, it uses protein for these 
essential purposes rather than fuel. 15% of total should come from protein.
Fat: provides concentrated source of NRG. Fat comes in tw o forms, saturated and 
unsaturated. Saturated fats, can absorb nothing, and are most likely to clog arteries. No 
more than 30% daily calories should come from fat.
Fat: Dietary fat is a nutrient needed in the body. It helps the body transport and absorb fat 
soluble vitamins such as Vitamin A, D, E, and K. It also helps make homones and nerve 
cells and is essential for both the brain and eye retina.
Alcohol: Alcohol is not recommended as a source of calories.
Exercise:
Health experts say that everyone, regardless of age, should engage in moderate exercise,
3 times a week for 30 minutes. This could mean brisk walking, jogging, swimming.
Information on what to do if your friend has an eating disorder (5 minutes).
Place overhead on and go over points mentioned.
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What to Say -  Step by Step
• Set a time to talk. Set aside a time for a private, respectful meeting with your 
friend to discuss your concerns openly and honestly in a caring, supportive way. 
Make sure you will be some place away from other distractions.
• Communicate your concerns. Share your memories of specific times when you 
felt concerned about your friend’s eating or exercise behaviors. Explain that you 
think these things may indicate that there could be a problem that needs 
professional attention.
• Ask your friend to explore these concerns with a counselor, doctor, nutritionist, or 
other health professional who is knowledgeable about eating issues. If you feel 
comfortable doing so, offer to help your friend make an appointment or 
accompany your friend on their first visit.
• Avoid conflicts or a battle of the wills with your friend. If your friend refuses to 
acknowledge that there is a problem, or any reason for you to be concerned, 
restate your feelings and the reasons for them and leave yourself open and 
available as a supportive listener.
• Avoid placing shame, blame, or guilt on your friend regarding their actions or 
attitudes. Do not use accusatory “you” statements like, “You just need to eat.” Or, 
“You are acting irresponsibly.” Instead, use “I” statements. For example: “I’m 
concerned about you because you refuse to eat breakfast or lunch.” Or, “It makes 
me afraid to hear you vomiting.”
• Avoid giving simple solutions. For example, “If you’d just stop, then everything 
would be fine!”
• Express your continued support. Remind your friend that you care and want your 
friend to be healthy and happy.
Engage group in discussion about what exercise they do, or don’t do and why. 
Remind everyone how important it is for them to attend next group session. Get 
information and phone numbers if needed.
Thank you all for coming, We look forward to seeing you next week as we wrap up 
group.
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Session 3:
Overview (2 minutes).
Video segment (50 minutes)
Begin by watching the video. After the video is over, ask the group for comments, 
thoughts and feelings based on the video.
Have everyone fill out the contract and sign. Ask for final comments on the group and 
then give the women the packet to fill out. Remind them they will be contacted in one -  
month for another assessment. Get contact information for where they will be in one 
month. Hand out money/extra credit.
107
ced with permission of the copyright owner. Further reproduction prohibited without permission.
Appendix C 
Dependent Measures 
Background Questionnaire
Before we begin, I would like you to answer the following questions. Thank you.
1. Sex M F (circle one)
2. Date of Birth:________________________
3. Educational History:
A. High School Graduation Year: __________  Degree:______________
B. College Graduation Year:_____________ Degree:______________
If currently in college, circle class: FR SO JR SR
C. Graduate School Graduation Year:_____________________
Degree (s):____________________________
4. Using the following scale, please circle the number which corresponds to your current 
health level in comparison to others vour age.
1 2 3 4 5
Excellent Above Average Average Below Average Poor
5. What is your current height?_________
6. What is your current weight? __________
7. Do you currently smoke? YES NO
8. Are you currently in a dating relationship? YES NO
9. Have you ever experienced pressure from a dating partner to lose weight? YES NO
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Emotional Expressiveness Scale
Please circle the response that best describes you.
1. If someone makes me angry, I let him (her) know how I feel. YES NO
2. It is hard for me to show affection to people. YES NO
3. It is hard for me to be firm when I need to be. YES NO
4. It is hard for me to open up and tell my feelings to another person. YES NO
5. I am open about my feelings. YES NO
6. I have trouble expressing my emotions to others. YES NO
7. I can talk about personal thoughts and feelings. YES NO
109
ced with permission of the copyright owner. Further reproduction prohibited without permission.
Multidimensional Scale o f Perceived Social Support
Please rate each item, for how accurately it describes you, using the following 
scale.
1 = very strongly agree
2 = somewhat agree
3 = mildly agree
4 = neutral
5 = mildly disagree
6 = somewhat disagree 
7= very strongly disagree
1. There is a special person who is around when I am in need._________
2. There is a special person with whom I can share my joys and sorrows.______
3. My family really tries to help me. __________
4. I get the emotional help and support I need from my family.________
5. I have a special person who is a real source of comfort to m e.________
6. My friends really try to help m e._______
7. I can count on my friends when things go wrong.________
8. I can talk about my problems with my family._________
9. I have friends with whom I can share my joys and sorrows.__________
10. There is a special person in my life who cares about my feelings.________
11. My family is willing to help me make decisions.__________
12. 1 can talk about my problems with my friends._________
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DIRECTIONS: Please read each of the following items, and circle the number that best 
reflects your agreement with the statement.
Sociocultural Attitudes Toward Appearance Questionnaire -  Revised: Female Version
1 = Completely disagree
2 = Somewhat disagree
3 = Neither agree or disagree
4 = Somewhat agree
5 = Completely agree
1 .1 would like my body to look like the women
who appear in TV shows and movies................... 1 2 3
2 .1 believe that clothes look better on women
that are in good physical shape.............................1 2 3
3. Music videos that show women who are in
good physical shape make me wish that I
were in better physical shape................................1 2 3
4 .1 do not wish to look like the female models
who appear in magazines......................................1 2 3
5 .1 tend to compare my body to TV and
movie stars............................................................ 1 2 3
6. In our society, fat people are regarded
as attractive........................................................... 1 2 3
8. Photographs of physically fit women make
me wish that I had better muscle tone..................1 2 3
9. Attractiveness is very important if you want
to get ahead in our culture....................................1 2 3
10. Most people believe that a toned and 
physically fit body improves how you
look.................................................................... 1 2 3
11. People think that the more attractive
you are, the better you look in clothes...............1 2 3
12. In today’s society, it’s not important to
always look attractive....................................... 1 2 3
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
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13.1 wish I looked like the women
pictured in magazines who wear model 
underwear..........................................................1
14.1 often read magazines and compare
my appearance to the female models................1
15. People with well-proportioned bodies look
Better in clothes................................................ 1
16. A physically fit woman is admired for her
looks more than someone who is not fit and 
toned................................................................1
17. How I look does not affect my mood in
social situations.............................................1
18. People find individuals who are in shape 
more attractive than individuals who are
not in shape................................................... 1
19. In our culture, someone with a well 
built body has a better chance of obtaining
success...........................................................1
20 .1 often find myself comparing my
physique to that of athletes pictured in 
magazines..................................................... 1
21 .1 do not compare my appearance to
people I consider very attractive..................1
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
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PANAS-X
This scale consists of a number of words and phrases that describe different feelings and 
emotions. Read each item and then mark the appropriate answer in the space next to that 
word. Indicate to what extent you have felt this way during the past few weeks. Use the 
following scale to record your answers:
1 2 3 4 5
very slightly a little moderately quite a bit extremely
or not at all
sad
angry at self 
guilty 
blue 
afraid
downhearted
nervous
depressed
lonely
blameworthy
alone
ashamed
scared
dissatisfied with self 
worried
113
ced with permission of the copyright owner. Further reproduction prohibited without permission.
Satisfaction and Dissatisfaction with Body Parts Scale 
Over the past week, how satisfied were you with your:
extremely moderately neutral moderately extremely
dissatisfied dissatisfied satisfied satisfied
1. Weight.......1 2 3 4 5
2. Figure......... 1 2 3 4 5
3. Appearance 
of stomach.. 1 2 3 4 5
4. Body build.... 1 2 3 4 5
5. Waist............. 1 2 3 4 5
6. Thighs........... 1 2 3 4 5
7. Buttocks........ 1 2 3 4 5
8. Hips............... 1 2 3 4 5
9. Legs............... 1 2 3 4 5
i
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Eating Disorder Examination-Questionnaire
Please carefully complete all questions. 
Over the past 3 months:
Extremely
1. Have you felt fat?.................... 0 1
2. Have you had a definite fear
that you might gain weight or 
become fat?..................................0 1
3. Has your weight influenced
how you think about (judge) 
yourself as a person..................... 0 1
4. Has your shape influenced
how you think about (judge) 
yourself as a person..................... 0 1
Moderately Slightly Not at all 
2 3 4 5 6
2 3 4 5 6
2 3 4 5 6
2 3 4 5 6
5. During the past 6 months have there been times when you felt you have eaten other 
people would regard as an unusually large amount of food (e.g., a quart of ice cream) 
given the circumstances..................................................................YES NO
6. During the times when you ate an unusually large amount of food, did you experience
a loss of control (feel you couldn’t stop eating or control what or how much you were 
eating?)...........................................................................................YES NO
7. How many days per week on average over the past 6 MONTHS have you eaten an
unusually large amount of food and experienced a loss of control? _______________
(please write in number or indicate zero). (0-7)
8. During the past times per week on average over the past 3 MONTHS have you eaten
an unusually large amount of food and experienced a loss of control? 0 1 2 3 4 5 
6 7 8 9 10 11 12 13 14
9. How many times per week on average over the past 3 months have you uncontrollably
eaten a large amount of food that others might not consider large? _______________
(please write in number or indicate zero).
10. How many times per week on average over the past 3 months have you made yourself 
sick or vomited in order to prevent weight gain or counteract the effects of eating? 
 (write in number
or indicate zero)
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11. How many times per week on average over the past 3 months have you used laxatives 
or diuretics in order to prevent weight gain or counteract the effects of eating? 
 (write in number or indicate zero)
12. How many times per week on average over the past 3 months have you engaged in 
excessive exercise specifically for the purpose of counteracting overeating episodes? 
 (write in number or indicate zero)
13. How many times per week on average over the past months have you fasted (skipped 
two meals in a row) to prevent weight gain or counteract the effects of eating? 
 (write in number or indicate zero)
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Ideal Body Stereotype Scale- Revised
Please circle the response that reflects your agreement with these statements:
Strongly Disagree Neutral Agree Strongly 
Disagree Agree
1. Slim women are more attractive... 1 2 3 4 5
2. Tall women are more attractive.... 1 2 3 4 5
3. Women with toned bodies
are more attractive............................ 1 2 3 4 5
4. Women who are in shape
are more attractive............................ 1 2 3 4 5
5. Slender women are
more attractive.................................. 1 2 3 4 5
6. Women with long legs
are more attractive............................1 2 3 4 5
7. Curvy women are more
attractive.......................................... 1 2 3 4 5
8. Shapely women are
more attractive................................. 1 2 3 4 5
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Beck Depression Inventory-II
Instructions: This questionnaire consists of 21 groups of statements. Please read each 
group of statements carefully, and then pick out the one statement in each group that 
best describes the way you have been feeling during the past two weeks, including 
today. Circle the number beside the statement you have picked. If several statements 
in the group seem to apply equally well, circle the highest number for that group. Be 
sure that you do not choose more than one statement for any group.
1. Sadness
0 I do not feel sad.
1 I feel sad much of them time.
2 I am sad all of the time.
3 I am so sad or unhappy that I can’t stand it.
2. Pessimism
0 lam  not discouraged about my future.
1 I feel more discouraged about my future than I used to be.
2 I do not expect things to work out for me.
3 I feel my future is hopeless and will only get worse.
3. Past Failure
0 I do not feel like a failure.
1 I have failed more than I should have.
2 As I look back, I see a lot of failures.
3 I feel I am a total failure as a person.
4. Loss of Pleasure
0 I get as much pleasure as I ever did from the things I enjoy.
1 I don’t enjoy things as much as I used to.
2 I get very little pleasure from the things I used to enjoy.
3 I can’t get any pleasure fro the things I used to enjoy.
5. Guilty Feelings
0 I don’t feel particularly guilty.
1 I feel guilty over many things I have done or should have done.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
6. Punishment Feelings
0 I don’t feel I am being punished
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
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7. Self-Dislike
0 I feel the same about myself as ever.
1 I have lost confidence in myself.
2 lam  disappointed in myself.
3 I dislike myself.
8. Self-Criticalness
0 I don’t criticize or blame myself more than usual.
1 lam  more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 I blame myself for everything bad that happens.
9. Suicidal Thoughts or Wishes
0 I don’t have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
2 I cry over every little thing.
3 I feel crying, but I can’t.
11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay still.
3 I am so restless or agitated that I have to keep moving or doing something.
12. Loss of Interest
0 I have not lost interest in other people or activities.
1 I am less interested in other people or things than before.
2 I have lost most of my interest in other people or things.
3 It’s hard to get interested in anything.
13. Indecisiveness
0 I make decisions about a well as ever.
1 I find it difficult to make decisions than usual.
2 I have much greater difficulty in making decisions than I used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don’t consider myself as worthwhile and useful as I used to.
2 I feel more worthless as compared to other people.
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3 I feel utterly worthless.
15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 I don’t have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my sleeping pattern.
1 a I sleep somewhat more than usual, 
lb I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1-2 hours early and can’t get back to sleep.
17. Irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 lam  much more irritable than usual.
3 lam  irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my appetite, 
la  My appetite is somewhat less than usual, 
lb My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual.
3a I have no appetite at all.
3b I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
1 I can’t concentrate as well as usual.
2 It’s hard to keep my mind on anything for very long.
3 I find I can’t concentrate on anything.
20. Tiredness of Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigues more easily than usual.
2 I am too tired or fatigued to do a lot of the things I used to do.
3 I am too tired or fatigued to do most of the things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my interest in sex/
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1 I am less interested in sex than I used to be.
2 lam  much less interested in sex now.
3 I have lost interest in sex completely
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State Trait Anxiety Inventory
Instructions: A number of statements which people have used to describe themselves are 
given below. Read each statement and then blacken in the appropriate circle to the right 
of the statement to indicate how you feel right now, that is, at this moment. There are no 
right or wrong answers. Do not spend too much time on any one statement but give the 
answer which seems to describe your present feelings best.
Not at
1.1 feel calm............................ 1
2 .1 feel secure......................... 1
3 .1 am tense............................. 1
4 .1 feel strained........................ 1
5 .1 feel at ease......................... 1
6 .1 feel upset............................ 1
7 .1 am presently worrying over
possible misfortunes................  1
8 .1 feel satisfied.......................  1
9 .1 feel frightened....................  1
10.1 feel comfortable................  1
11.1 feel self-confident.............  1
12.1 feel nervous.......................  1
13.1 am jittery............................ 1
14.1 feel indecisive....................  1
15.1 am relaxed.......................... 1
16.1 feel content......................... 1
17.1 am worried.......................... 1
18.1 am confused.......................  1
19.1 feel steady............................ 1
20 .1 feel pleasant......................... 1
Somewhat Moderately Very
So Much So
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
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Instructions: A number of statements which people have used to describe themselves 
are given below. Read each statement and then blacken in the appropriate circle to the 
right of the statement to indicate how you generally feel. There are no right or wrong 
answers. Do not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel.
Not at all
21.1 feel pleasant...........................  1
22.1 feel nervous and restless....... 1
23.1 feel satisfied with myself......  1
24.1 wish I could be as happy as
others seem to be.......................  1
2:5.1 feel like a failure....................  1
26.1 feel rested............................... 1
27 .1 am “calm, cool and collected”.. 1
28.1 feel that difficulties are piling
up so that I cannot overcome 
them......................................... 1
29.1 worry too much over something
that really doesn’t matter...........  1
30 .1 am happy.................................. 1
31.1 have disturbing thoughts..........1
32.1 lack self-confidence.................  1
33.1 feel secure................................. 1
34.1 make decisions easily.................1
35.1 feel inadequate.........................  1
36.1 am content................................ 1
37. Some unimportant thought runs 
through my mind and bothers me 1 
38.1 take disappointments so keenly 
that I can’t put them out of my
mind............................................ 1
39.1 am a steady person.....................1
40 .1 get in a state of tension or
turmoil as I think over my 
recent concerns and interests.....  1
Somewhat Moderately Very 
So Much So 
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
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Dutch Restrained Eating Scale
Circle the best response to describe your behavior over the past week:
Never
1. If you put on weight, did you eat less than
you normally would?....................................... 1
2. Did you try to eat less at mealtimes
than you would like to eat?...............................1
3. How often did you refuse food or drink 
because you were concerned about your weight? 1
4. Did you watch exactly what you ate?.............1
5. Did you deliberately eat foods that were
slimming?..........................................................1
6. When you ate too much, did you eat less
than usual the next day?....................................1
7. Did you deliberately eat less in order
to not become heavier?......................................1
8. How often did you try not to eat between
meals because you were watching your 
weight?...............................................................1
9. How often in the evenings did you try
not to eat because you were watching your 
weight?.............................................................. 1
10. Did you take into account your weight
in deciding what to eat?.....................................1
Seldom Some­
times
Often Always
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
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Body Esteem Scale for Adolescents and Adults
Instructions: Indicate how often you agree with the following statements: Ranging from 
never (1) to always (5), circle the appropriate number beside each statement.
Never Seldom Some­
times
Often Always
1 .1 like what I look like in pictures. 1 2 3 4 5
2. Other people consider me good looking. 1 2 3 4 5
3. I’m proud of my body. 1 2 3 4 5
4 .1 am preoccupied with trying to 
change my body weight.
5.1 think my appearance would help
1 2 3 4 5
me get a job. 1 2 3 4 5
6 .1 like what I see when I look in the mirror 1 
7. There are lots of things I’d change about
2 3 4 5
my looks if I could. 1 2 3 4 5
8 .1 am satisfied with my weight. 1 2 3 4 5
9 .1 wish I looked better. 1 2 3 4 5
10.1 really like what I weigh. 1 2 3 4 5
11.1 wish I looked like someone else. 1 2 3 4 5
12. People my own age like my looks. 1 2 3 4 5
13. My looks upset me. 1 2 3 4 5
14. I’m as nice looking as most people. 1 2 3 4 5
15. I’m pretty happy about the way I look. 
16.1 feel I weigh the right amount for
1 2 3 4 5
my height. 1 2 3 4 5
17.1 feel ashamed of how I look. 1 2 3 4 5
18. Weighing myself depresses me. 1 2 3 4 5
19. My weight makes me unhappy. 1 2 3 4 5
20. My looks help me to get dates. 1 2 3 4 5
21.1 worry about the way I look. 1 2 3 4 5
22.1 think I have a good body. 1 2 3 4 5
23. I’m looking as nice as I’d like to. 1 2 3 4 5
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Family Environment Scale
Instructions: These are statements about families. You are to decide which of these 
statements are true of your family and which are false. You may feel that some of the 
statements are true for some family members and false for others. Mark True if the 
statement is true for most members. Mark False if you think the statement is false or 
mostly false for most of your family. Remember, we are interested in what your family 
seems like to you. So do not try to figure out how other members of your family see your 
family, but do give your general impression of your family for each statement.
1. Family members really help and support one another. T
2. Family members often keep their feelings to themselves. T
3. We fight a lot in our family. T
4. We don’t do things on our own very often in our family. T
5. We feel it is important to be the best at whatever you do. T
6. We often talk about political and social problems. T
7. We spend most weekends and evenings at home. T
8. Family members attend church, synagogue, or Sunday
School fairly often. T
9. Activities in our family are pretty carefully planned. T
10. Family members are rarely ordered around. T
11. We often seem to be killing time at home. T
12. We say anything we want around the home. T
13. Family members rarely become openly angry. T
14. In our family, we are strongly encouraged to be independent. T
15. Getting ahead in life is very important in our family. T
16. We rarely go to lectures, plays, or concerts. T
17. Friends often come over for dinner or to visit. T
F
F
F
F
F
F
F
F
F
F
F
F
F
F
F
F
F
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18. We are generally very neat and orderly. T F
19. We don’t say prayers in our family. T F
20. There are very few rules to follow in our family. T F
21. We put a lot of energy into what we do at home. T F
22. It’s hard to “blow off steam” at home without upsetting
someone. T F
23. Family members sometimes get so angry they throw things. T F
24. We think things out for ourselves in our family. T F
25. How much money a person makes is not very
important to us. T F
26. Learning about new and different things is very
important in our family. T F
27. Nobody in our family is active in sports, Little League
bowling, etc. T F
28. We often talk about the religious meaning of Christmas,
Passover, or other holidays. T F
29. It’s often hard to find things when you need them in our
household. T F
30. There is on family member who makes most of the decisions. T F
31. There is a feeling of togetheness in our family. T F
32. We tell eachother about our personal problems. T F
33. Family members hardly ever lose their tempers. T F
34. We come and go as we want in our family. T F
35. We believe in competition and “may the best man win.” T F
36. We are not that interested in cultural activities. T F
37. We often go to movies, sports events, camping, etc. T F
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38. We don’t believe in heaven or hell. T F
39. Being on time is very important in our family. T F
40. There are set ways of doing things at home. T F
41. We rarely volunteer when something has to be done
at home. T F
42. If we feel like doing something on the spur of the moment,
we often just pick up and go. T F
43. Family members often criticize eachother. T F
44. There is very little privacy in our family. T F
45. We always strive to do things just a little better the next time. T F
46. We rarely have intellectual discussions. T F
47. Everyone in our family has a hobby or two. T F
48. Family members have strict ideas about what is right
and wrong. T F
49. People change their minds often in our family. T F
50. There is a strong emphasis on following rules
in our family. T F
51. Family members really back eachother up. T F
52. Someone usually gets upset if you complain in our family. T F
53. Family members sometimes hit eachother. T F
54. Family members almost always rely on themselves
when a problem comes up. T F
55. Family members rarely worry about job promotions,
school grades, etc. T F
56. Someone in our family plays a musical instrument. T F
57. Family members are not very involved in recreational
activities outside work or school. T F
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58. We believe there are some things you just have to take
on faith. T F
59. Family members make sure their rooms are neat. T F
60. Everyone has an equal say in family decisions. T F
61. There is very little group spirit in our family. T F
62. Money and paying bills is openly talked about
in our family. T F
63. If there’s a disagreement in our family, we try hard to
smooth things over and keep the peace. T F
64. Family members strongly encourage eachother to stand
up for their rights. T F
65. In our family, we don’t try that hard to succeed. T F
66. Family members often go to the library. T F
67. Family members sometimes attend courses or take lessons
for some hobby or interest. T F
68. In our family each person has different ideas about what
is right and wrong. T F
69. Each person’s duties are clearly defined in our family. T F
70. We can do whatever we want to in our family. T F
71. We really get along well with each other. T F
72. We are usually careful about what we say to each other. T F
73. Family members often try to one-up or out-do each other. T F
74. It’s hard to be by yourself without hurting someone’s
feelings in our household. T F
75. “Work before play” is the rule in our family. T F
76. Watching t.v. is more important than reading in our family. T F
77. Family members go out a lot. T F
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78. The Bible is a very important book in our home. T F
79. Money is not handled very carefully in our family. T F
80. Rules are pretty inflexible in our household. T F
81. There is plenty of time and attention for everyone in
our family. T F
82. There are a lot of spontaneous discussions in our family. T F
83. In our family, we believe you don’t ever get anywhere by
raising your voice. T F
84. We are not really encouraged to speak up for ourselves
in our family. T F
85. Family members are often compared with others as to
how well they are doing at work or school. T F
86. Family members really like music, art and literature. T F
87. Our main form of entertainment is watching t.v. or
listening to the radio. T F
88. Family members believe that if you sin you will be
punished. T F
89. Dishes are usually done immediately after eating. T F
90. You can’t get away with much in our family. T F
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Appendix D 
ANOVA Source Tables
Table 6. Repeated Measures ANOVA for Eating Pathology (EDE-Q) at Termination.
Source df ss MS F Sig. Effect Size
Time 1 101.42 101.42 6.35 .01 .08
Time x Condition 1 3.90 3.90 .24 .62 .00
Error (Time) 73 1164.87 15.95
Table 7. Repeated Measures ANOVA for Thin Ideal Internalization (SATAQ) at 
Termination.
Source df SS MS F Sig. Effect Size
Time 1 482.88 482.88 15.88 .00 .18
Time x Condition 1 2.40 2.40 .07 .78 .00
Error (Time) 73 2219.49 30.40
Table 8. Repeated Measures ANOVA for Body Dissatisfaction (SDBPS) at Termination.
Source df SS MS F Sig, Effect Size
Time 1 374.23 374.23 13.99 .00 .16
Time x Condition 1 45.91 45.91 1.71 .19 .02
Error (Time) 73 1951.93 26.73
Table 9. Repeated Measures ANOVA for Dieting (DRES) at Termination.
Source df SS MS F Si& Effect Size
Time 1 27.31 27.31 1.58 .21 .02
Time x Condition 1 5.10 5.10 .297 .58 .00
Error (Time) 73 1255.85 17.20
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Table 10. Repeated Measures ANOVA for Body Satisfaction (BES) at Termination.
Source df SS MS F Sig, Effect Size
Time 1 719.25 719.25 7.87 .00 .09
Time x Condition 1 90.93 90.93 .99 .32 .01
Error (Time) 73 6664.43 91.29
Table 11. Repeated Measures ANOVA for Negative Affect (PANAS-X) at Termination.
Source df SS MS F Sigi Effect Size
Time 1 185.71 185.71 20.20 .00 .21
Time x Condition l 2.43 2.43 .26 .60 .00
Error (Time) 73 670.85 9.19
Table 12. Repeated Measures ANOVA for Thin Ideal Internalization (IBSS-R) at 
Termination.
Source df SS MS F Si& Effect Size
Time 1 53.28 53.28 6.20 .01 .07
Time x Condition 1 28.93 28.93 3.36 .07 .04
Error (Time) 73 627.15 8.59
Table 13. Repeated Measures ANOVA for Eating Pathology (EDE-Q) at Follow-up.
Source df SS MS F Sig, Effect Size
Time 1 41.95 20.97 .89 .41 .03
Time x Condition 1 35.05 17.52 .74 .47 .02
Error (Time) 27 1263.10 54.00
Table 14. Repeated Measures ANOVA for Thin Ideal Internalization (SATAQ) at 
Follow-up.
Source df SS MS F Sig, Effect Size
Time 1 115.64 57.82 1.85 .16 .06
Time x Condition 1 37.71 18.85 .60 .55 .02
Error (Time) 27 1687.32 31.24
Table 15. Repeated Measures ANOVA for Body Dissatisfaction (SDBPS) at Follow-up.
Source df SS MS F Sigi Effect Size
Time 1 35.49 26.61 .51 .52 .01
Time x Condition 1 76.96 57.70 1.12 .31 .04
Error (Time) 27 1852.91 51.45
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Table 16. Repeated Measures ANOVA for Dieting (DRES) at Follow-up.
Source df SS MS F Sig, Effect Size
Time 1 109.44 62.30 2.33 .11 .08
Time x Condition 1 8.75 4.98 .18 .80 .00
Error (Time) 27 1263.28 26.63
Table 17. Repeated Measures ANOVA for Body Satisfaction (BES) at Follow-up.
Source df SS MS F S1& Effect Size
Time 1 1202.68 931.32 9.48 .00 .26
Time x Condition 1 121.95 94.43 .96 .36 .03
Error (Time) 27 3424.00 98.20
Table 18. Repeated Measures ANOVA. for Negative Affect (PANAS-X) at Follow-up.
Source df SS MS F Si& Effect Size
Time 1 186.70 145.60 11.58 .00 .33
Time x Condition 1 10.28 8.02 .63 .46 .02
Error (Time) 27 435.11 12.56
Table 19. Repeated Measures ANOVA for Thin Ideal Internalization (EBSS-R) at Follow- 
up.
Source df SS MS F Si& Effect Size
Time 1 60.48 35.32 1.76 .18 .06
Time x Condition 1 33.95 19.82 .98 .36 .03
Error (Time) 27 926.67 17.16
Table 20. ANOVA on Dependent Variables at Baseline.
Source df SS MS F Sifc
Body Satisfaction (SDBPS)
Between Groups 1 42.40 42.40 .47 .49
Within Groups 73 6509.78 89.17
Total 74 6552.18
Negative Affect
Between Groups 1 55.31 55.31 .95 .33
Within Groups 73 4321.27 57.96
Total 74 4286.58
Eating Pathology
Between Groups 1 9.05 9.05 .11 .74
Within Groups 73 6004.94 82.26
Total 74 6014.00
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Table 20. Con’t
Source df SS MS F Sig,
Thin Ideal Internalization (EBSS-R)
Between Groups 1 9.52 9.52 .32 .56
Within Groups 73 2123.14 29.08
Total 74 2132.66
Dieting
Between Groups 1 9.33 9.33 .09 .75
Within Groups 73 6932.18 94.96
Total 74 6941.52
Body Satisfaction (BES)
Between Groups 1 74.93 74.93 .21 .64
Within Groups 73 25167.94 344.76
Total 74 25242.88
Table 21. ANOVA on Demographic Variables at Baseline.
Source df SS MS F Sig,
Age (years)
Between Groups 1 2.01 2.01 .17 .67
Within Groups 73 821.77 11.25
Total 74 823.78
Year in School
Between Groups 1 .420 .420 1.01 .31
Within Groups 73 30.30 .41
Total 74 30.72
Current Height (Feet)
Between Groups 1 .01 .01 .25 .61
Within Groups 73 4.85 .06
Total 74 4.87
Current Weight (lbs.)
Between Groups 1 752.68 752.68 1.06 .30
Within Groups 73 51488.20 705.31
Total 74 52240.98
Body Mass Index
Between Groups 1 19.69 19.69 1.01 .31
Within Groups 73 1419.14 19.44
Total 74 1438.84
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Table 22. ANOVA on Predictor Variables.
Source df SS MS F S it
Emotional Expression
Between Groups 1 5.07 5.07 1.02 .31
Within Groups 73 360.07 4.93
Total 74 365.14
Social Support
Between Groups 1 4.80 4.80 .05 .81
Within Groups 73 6475.78 88.70
Total 74 6480.58
Depression
Between Groups 1 18.8 18.8 .30 .58
Within Groups 73 4434.74 60.75
Total 74 4453.54
Anxiety
Between Groups 1 12.05 12.05 .08 .77
Within Groups 73 10531.94 144.27
Total 74 10544.00
Supportive Family/Low Conflict
Between Groups 1 2.72 2.72 .64 .42
Within Groups 73 309.46 4.23
Total 74 312.18
Expression of Conflict in Family
Between Groups 1 .00 .00 .00 .96
Within Groups 73 315.67 4.32
Total 74 315.68
Table 23. ANOVA on Dropouts Versus Posttest Completers.
Source df SS MS F sig.
Age (years)
Between Groups 2 3.51 1.75 .16 .85
Within Groups 75 822.43 10.96
Total 77 825.94
Year in School
Between Groups 2 .48 .24 .58 .56
Within Groups 75 30.96 .41
Total 77 31.44
Current Height (feet)
Between Groups 2 .13 .06 .98 .37
Within Groups 75 5.01 .06
Total 77 5.14
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Table 23. Con’t
Source df SS MS F Sig,
Current Weight
Between Groups 2 952.36 476.18 .69 .50
Within Groups 75 51660.96 688.81
Total 77 52613.33
BMI
Between Groups 2 52.91 26.45 1.39 .25
Within Groups 75 1419.19 18.92
Total 77 1472.10
Body Dissatisfaction (SDBPS)
Between Groups 2 43.39 21.69 .24 .78
Within Groups 75 6574.45 87.65
Total 77 6617.84
Negative Affect
Between Groups 2 57.10 28.55 .50 .60
Within Groups 75 4243.93 56.58
Total 77 4301.03
Eating Pathology
Between Groups 2 142.43 71.21 .87 .42
Within Groups 75 6102.94 81.37
Total 77 6245.38
Thin Ideal Internalization (IBSS-R)
Between Groups 2 12.80 6.40 .22 .79
Within Groups 75 2131.81 28.42
Total 77 2144.61
Dieting
Between Groups 2 79.16 39.58 .42 .65
Within Groups 75 7058.18 94.10
Total 77 7137.34
Body Satisfaction (BES)
Between Groups 2 158.22 79.11 .22 .79
Within Groups 75 25884.61 345.12
Total 77 26042.83
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Table 24. ANOVA on Differences Between Non-Follow-up Responders and Responders.
Source df SS MS F Sig,
Thin Ideal Internalization
Between Groups 1 4.28 4.28 .14 .70
Within Groups 73 2128.37 29.15
Total 74 2132.66
Eating Pathology
Between Groups 1 .44 .44 .00 .94
Within Groups 73 6013.55 82.37
Total 74 6014.00
Body Satisfaction (BES)
Between Groups 1 12.38 12.38 .03 .85
Within Groups 73 25230.49 345.62
Total 74 25242.88
Body Dissatisfaction (SDBPS)
Between Groups 1 122.36 122.36 1.38 .24
Within Groups 73 6429.81 88.08
Total 74 6552.18
Negative Affect
Between Groups 1 .00 .00 .00 .99
Within Groups 73 4286.58 58.72
Total 74 4286.58
Dieting
Between Groups 1 28.00 28.00 .29 .58
Within Groups 73 6913.51 94.70
Total 74 6941.52
Thin Ideal Internalization (SATAQ)
Between Groups 1 69.08 69.08 1.03 .31
Within Groups 73 4855.90 66.15
Total 74 4924.98
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Appendix E 
Consent Form
My name is Valerie Krysanski and I am a doctoral graduate student at UND, 
working under the supervision of Dr. Ric Ferraro (701-777*2414) in the psychology 
department. Our department supports the practice of protection of human subjects in 
experimental research, in accordance with the American Psychological Association. The 
following information is provided so that you may decide if you wish to participate or 
not.
This experiment is investigating and collecting data on prevention programs for 
eating disorders. The purpose of this study is to aid the researchers in designing 
prevention programs for high school and college women in the areas of eating disorders. 
Your participation will be valuable to us to design effective programs. If you are selected 
to participate, you will be asked to commit to attending three consecutive, weekly, one 
hour, small group sessions of 4-10 other female college students, to discuss aspects of 
body image and body dissatisfaction. A total of 60 women will be required to complete 
this research. You will be asked to complete some brief homework exercises outside of 
the group. In addition, the group sessions will be audiotaped. These tapes will remain 
strictly confidential and used only to determine researcher effectiveness. They will be 
erased once the study is complete.
You will be asked to complete several questionnaires. This is necessary in order 
to examine correlations between certain characteristics that this study is examining. : 1) 
Background Questionnaire, 2) Ideal Body Stereotype Scale -Revised 3) Sociocultural 
Attitudes Towards Appearance Questionnaire -Revised 4) Satisfaction and 
Dissatisfaction with Body Parts Scale 5) Body Esteem Scale -  Revised 6) Dutch 
Restrained Eating Scale 7) Positive Affect and Negative Affect Scale -  Revised 8) Eating 
Disorder Examination -Questionnaire 9) Beck Depression Inventory 10) State Trait 
Anxiety Inventory 11) Emotional Expressiveness Scale 12) Multidimensional Scale of 
Perceived Social Support 13) Family Environment Scale. The experiment should last no 
longer than (3.5) hours in total time. You may be contacted by phone to participate in the 
experiment.
Benefits to the subjects include gaining scientific knowledge in psychological 
research, and potential increased awareness about body image and eating disorders. This 
study asks about thoughts related to your feelings about your body weight, shape and 
health and therefore may elicit some thoughts that you have that are negative or
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discomforting. However, you will be thoroughly debriefed following the study and will 
have opportunity to discuss with me any problems/concems should they arise.
Subject numbers (e.g., random numbers) will be assigned to each participant so as 
not to identify any data with a particular individual. This random number will not be 
your Social Security Number or NAID number. Data are also analyzed from a group 
perspective rather than an individual perspective. The University of North Dakota 
Institutional Review Board has approved this experiment .Data for this study will be 
stored in a locked cabinet in the investigator’s office in the psychology department, 
separate from the consent forms. Only the principle investigator, project advisor, research 
assistants, and people who audit IRB procedures will have access to the stored data. Data 
and consent forms will be kept for at least 3 years following completion of this study, and 
then shredded when no longer needed. Do you have any questions? If you do have any 
questions at any time, please feel free to contact me, Valerie Krysanski, in the UND 
psychology department (701 -777 -6496), or my advisor, Dr. Ric Ferraro (777- 2414). If 
you have any other questions or concerns, please call the office of Research and Program 
Development at (701-777-4279).
You are free at any time during the experiment to withdraw your participation for 
any reason whatsoever. Also, if you do decide not to participate, such a decision will not 
in any way prejudice your future relations with UND, the psychology department, 
psychology faculty, or the psychology staff. You will receive 1/2 hour of extra credit to 
be used toward your psychology class for completing this screening packet and each 
individual will have a choice of either an additional 5 hours of credit OR 15 dollars 
compensation if you are called back for the experiment. If you decide to withdraw from 
any part of the experiment, you will still receive the initial 1/2-hour of extra credit. All 
data collected in the experiment will remain confidential and will be used for research 
purposes only.
Please sign both copies of this consent form, and keep the top one for your own 
records. Your signature below indicates that you have thoroughly read this consent form 
and agree to participate.
Participant Name (Please print) Phone #
Participant Signature
I have explained particulars on this consent form pertaining to this study and answered 
any questions of participants.
Signature of Investigator Date
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